Western University

Scholarship@Western
University of Western Ontario Medical Journal

Digitized Special Collections

11-1937

UWOMJ Volume 8, No 1, November 1937
Western University

Follow this and additional works at: https://ir.lib.uwo.ca/uwomj
Part of the Medicine and Health Sciences Commons
Recommended Citation
Western University, "UWOMJ Volume 8, No 1, November 1937" (1937). University of Western Ontario Medical Journal. 107.
https://ir.lib.uwo.ca/uwomj/107

This Book is brought to you for free and open access by the Digitized Special Collections at Scholarship@Western. It has been accepted for inclusion in
University of Western Ontario Medical Journal by an authorized administrator of Scholarship@Western. For more information, please contact
tadam@uwo.ca, wlswadmin@uwo.ca.

VOLUME VIII

NUMBER

t

UNIVERSITY OF WESTERN ONTARIO

MEDICAL
JOURNAL

VOL. VII I

Published b y the

Undergraduate Body of the
University of Western Ontario Medical School

LONDON

CANADA

.- --

~/-

--------

--

--

-

University of Western Ontario

MEDICAL .JOURNAL
Published Quarterly by
Undergraduate Body of the
University of Western Ontario Medical Sch ool
En t ered a s a Second Class Matter at London, Canada.

I

i·

..

BOARD OF ADVISORS
J. A. MACGREGOR, M.D., F.R.C.P. (C.) , LL.D. (West.), Chairman
E. M. WATSON, M.D., F . R . C. P. (Edin.),

Faculty R epr esentative
H. A. SKINNER, M. B. E. P. JOHNS, M.D. H. M. SIMPSON, M.D.
J. R. ARMSTRONG, M. D
A. C. H. TROTTIER, M.D. E. G. DAVIS, M.D.
S. G. CHALK, M.D.,
W. C. SHARPE. M. B. W. J. BROWN, B.S.A.,
B.A., M.Sc.
L.L.M., F.C.I.S.
W. J. McLEAN , M. B.
STAFF
JACK P . WELLS, B.A., M.D., Honorary Editor
WILLIAM J. TIGHE, B.A., '38, E ditor-in-Chief
W. ELGIN CRYSLER, '38, Abstract E ditor

Consulting Editors
C. A. BRIGHT, '37
W. E. GIBSON, '37

J. M. GRAHAM, '37
F. 0. TOPPING, '37

Associate Editors
FRANK BABB, B.A. , '38

JOHN D. MUNN, '38

A ssistant Editors
NELLES ENGLAND, '39

Business Manager
H UGH KNOX, B .A ., '39

W . D. SHARPE, B.A., '39

Advertising Manager
HUGJ~

MCALPINE, B.A., '39

Circulation Manager

Asst' Advertising Manager

Eo. L . BROWN, '40

JoHN McLACHLIN

S ubscription Manager

S ecretary-Treasurer

HAROLD KESTER, '40

KEN SYMINGTON, '40

UNIVERSITY I.)P' WESTER N ONTARIO IU:DICAL JO URNA L

PURE CRYSTALLINE
VITAM.IN 81
j

In Tablet Form
Anti-Neuritic
Vityl B 1 "Will"-Each tablet equivalent to 50
International Units.
Vitamin B 1 is water oluble, is not stored up in the tissues,
therefore a deficiency in the diet elicits symptoms rapidly.
Indications: Polyneuritis, Malnutrition, Retarded
Growth, Anorexia, Symptoms attributed to a Neurotic
tendency.
Sample with Therapeutic Note on request.

t::HARLES R. WILL & t::OMPANY
L IMITED
E thicaJ P harmaceut ical P roducts

LONDON

ROENTGENOLOGY

CANADA

ELECTROTHERAPY

St• .Joseph's Hospital
LONDON

ELECTROCARD IOGRAPHY

When

writi~

<:AN ADA

LABORATORY

advertilen please mention Un ivenity o! Western Ontario Medical Journal.

Univ ersity of Western Ontario

MEDICAL .JOURNAL
Vol. VIII. , No. 1

N ovember, 19 37

CONTENTS
Page

Tlw Functions of the Pituitary Gland
G. K . Wharton, M.D., M . ., F .A.C.P.
Peptic Ulcer-A Discus ion of Etiological Factors
Arthu1· Vog elsang, B.A., '38

1

.. .. 12

Rabelais and the Lampreys
H orace Smith

17

Bleeding From the Ga tro-Intestinal Tract
J. A . Macgregor, M.D. , F.R. C.P. (C .)

18

" Re urrection"
B en. K ing

21

The London Medical College
Fran k Babb, B .A., '38
"An Old

.. ... 22

kull"
Ja mes Clarence H arv ey

26

In Defen e of yphili
H enr i J . B1·eault, M .D.

... 27

The P athogenesi of Pulmona r y Tuberculosi
W. E. C1·ysl e1·, '38

30

Abstracts

38

Editorial

..... .... ......... ... ... ... ..

41

UNIVERSITY OF WESTERN ONTARIO MEDICAL JOURNAL

:

LOWER MORTALITY
QUICKER RECOVERY
Reduction in mortality, quicker recov-

idly effecthc and that it s hould b ·

e ry, and lowered incidence of c ompli-

used initially; intras pinal and intra-

cations have followed usc of

muscular

l en.ingo-

injection ,

coccus Antitoxin, P. D. & Co., in epi-

intrave nous

demic (meningococcic) m e ningitis. The

made

..

'

s upple m en ting

administration,

when conditions

o

to

be

indicate.

reduction in mortality has, in certain
cries, approximated fifty per cent.

1\fe ojogococcu a Antitoxin wus devclo1M.-d in t11 e

Resea rc h Laborntorie8

l\leningococcus Antitoxin can b e gi•·cn
intravenous ly, intramusc ularly, aud inlraspinally. Expe rie n ce indic ate

that

the intravenous route is the mo t rap-

PARKE,

D A VI S

TUE WORLD'S I.ARCE T M A KER

o(

P arke , llavis & Com-

pan y, and wa.s introdu ced to th e medicnl pro·
fet~

ion in 1934. It is su ppli ed in containers

diaph_r a g m AlO ppe.r at ea c h co d , ea c h

~~ith

cont.aiot~r

holdin g a pprox hnately 30 cc. and rep rctteoti.n g

at l eae t

10~000

&

OF PI/;IRM.4.CE TI CA L A

unit-A.

COMPANY
0 8/0 LOC I C. IL I' ROD CT

WheD writiq adnrt.i.oen p i - mention Univenil:7 of Weetern Ontario Medical Journal.

.•
~
~...,

•

• ..,.

The University of Western Ontario

MEDICAL SCHOOL
No.1

VOL. VIII.

The Functions of the Pituitary Gland
By G. K. WHARTO , M.D., M.S., F .A. C.P.
London, Onta1·io

body, although its average weight is but half a gram,
T HEmustpituitary
be regarded as the most important gland of the body. It controls and directs some of the mo t fundamental activities of life, and
each year new functions are being ascribed to it. What controls the
gland? I it the axis of one's activities ? While the story is incomplete,
probably we must look further back, among the hypothalamic nuclei or
even in the cerebral cortex, for the afferent stimul i to thi gland.
Although we must not lo e sight of these afferent linkages, it is more
satisfactory to begin the study of endocrinology by a discus ion of the
pituitary's known functions.
Anatomy of the Gland: Embryologically, hi tologically and functionally, the anterior and posterior lobes of the pituitary are different.
The former arises as an eYagination of the ectoderm of the primitive
buccal cavity. This craniopharyngeal duct, or pouch of Rathke, grows
upwards to unite with the evagination of the third ventricle which will
form the pars nen·osa of the posterior lobe. Rathke's pouch invaginates
over the deYeloping posterior lobe, giving the characteristic appearance
of the adult gland. The pars intermedia, although it arises from the
posterior wall of Rathke's pouch, is considered a part of the posterior
lobe of the pituitary body.
DIVISIONS OF THE PITUITARY GLAND

From Rathke's pouch
From floor of
third ventricle

1.
2.
3.
1.
2.

Pars anterior { A t . 10 b
Pars tuberalis
n erwr
e
Pars intermedia
Pars nervosa
rPosterior lobe.
Pituitary stalk J

The pars anterior is very yascular, consisting of cords of cells held
together by a few strands of connectiYe tissue and tra\'ersed by many
blood sinuses. The blood vessels within the gland lose their muscular
coats, forming sinusoids lined by a single layer of endothelial cells. This
1
I

2
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arrangement is similar to that in the islands of Langerhans of the
pancreas. The cells may be divided into two main types, depending on
the presence of granules, and their specific staining characters. The
chromophobe cells contain no granules, stain poorly and have no known
function. The chromophil cells have a great number of readily stainable granules, and probably are the source of internal secretion. These
chromophil cells may again be subdivided into acidophilic, or alpha cells,
and basophilic or beta cells, depending on their affinity for stains of
different pH.
These three types of cells have no definite arrangement, chromophobes forming 50 per cent., acidophils 35 per cent., and basophils 15
per cent., according to Rasmussen. The acidophilic cells increase in
size and number of granules until puberty, then remain stationary until
after the menopause, when they disappear. The basophils are arranged
in small groups, which increase in size throughout life. Basophilism is
frequently the result of hyperplasia of these cells and not of adenomata
of the gland. During pregnancy another type of cell, the pregnancy
cell, occurs.
The pars nervosa and stalk are made up of nerve fibres, hyaline
bodies, and neuroglial cells, or pituicytes,-fusiform cells with several
processes, which contain brown pigmented granules in their cytoplasm.
Cushing and Herring believe that these hyaline bodies are derived from
the pars intermedia and t he pars tuberalis, and pass to the third
ventricle together with the hormone of the posterior lobe.
The blood supply comes from the circle of Willis and the internal
carotids. The pars anterior and the pars tuberalis are much more
vascular than the rest of the gland. The gland drains either through
the veins of the pituitary stalk, which form a plexus among the hypothalamic nuclei, or into the cavernous sinus. The former veins are
sometimes called the hypophyseo-portal system of Papa and Fielding
and their significance is not yet understood.
The nerve supply of the pituitary is from the carotid plexus by
way of the superior cervical sympathetic ganglion and reaches the gland
along the blood vessels of the pituitary stalk. Fibers have been traced
from the supra-optic nucleus and tuber cinereum of the hypothalamus
into the pars posterior and pars intermedia.
The pituitary body is not essential for life, but ablation of this
gland results in failure of skeletal and sexual growth, the possession
of only the milk teeth, the continuance of open epiphyseal cartilages,
and a decrease in blood calcium.
The following hormones are derived from the anterior lobe:
1. The growth-promoting hormone.
.
2. The sex-stimulating hormone, generally divided into:
(a) The follicle-maturing fraction called prolan A.
(b) The luteinizing hormone called prolan B.
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3. The thyrotropic hormone.
4. The adrenotropic hormone, divided into a fraction tropic for the
medulla of the adrenal , and another governing the cortex.
5. The lactogenic or mammatropic hormone.
6. The blood sugar-raising principle (the carbohydrate tolerance
decreasing principle, antagonistic to in ulin, and therefore
diabetogenic) .
7. A pancreatropic hormone.
8. A nitrogen metabolism regulating hormone.
9. A fat metabolism regulating hormone which po sibly is secreted
by the intermediary portion.
10. A parathyrotropic hormone.
11. Possibly a fraction goYerning erythropoiesi ; another the water
metabolism.
The posterior lobe, or more probably, the par intermedia of the
pituitary manufactures:
1. Oxytocin (Pitocin, alphahypophamine).
2. Vasopressin (Pitressin, Betahypophamine).
3. Intermedin.
4. Melanophore hormone.
5. Other factors have been described: (a) eclamptogenic, (b) ga trotropic substances.
The effects of these hormones frequently neutralize each other, or
are nullified by anti-hormones. For example, the growth hormone is
opposed by the gonadotropic principle. Collip has found a specific antihormone to the thyrotropic fraction. We do not know how anti-hormones
are produced and many workers even dispute their pre ence. The
pituitary gland is concerned in some way with vitamin economy, since
it is known to have a greater concentration of vitamin C than any other
tissue, and it has been hown that a lack of vitamins A and E results
in an absence of re pon e to the gonadotropic hormone.
FUNCTIONS OF THE ANTERIOR LOBE

1. Growth-promoting Hormone : This hormone is believed to be
secreted by acidophilic cells. It was first isolated by H. Evans of California. The action of this hormone is to stimulate growth of the
skeleton and muscles, chiefly by accelerating cell division, and thus
differing from the thyroid hormone, which accentuates cell-differentiation. The amount of hormones going to any part of the body depends
upon the amount needed for the growth of that part. There is, however,
a local supervision of growth, which will influence the re ponse to this
growth-promoting hormone from the pituitary gland. J u::.t how the
growth hormone acts is not known. Excessive secretion in the young

..
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will cau e gigantism, and in adults, acromegaly. The latter syndrome
may be du e to an abnormal secretion and not simply a hyper- ecretion.
Dwarfism is the opposite effect and is the result of hyposecretion of
this factor.
2. Gonadotropic Hm·mone : In 1926 Philip Smith, al o Aschheim
and Zondek, found that the anterior pituitary lobe contained folliclematuring and luteinizing hormones. Zondek and A!;chheim soon reported
somewhat similar factors in the urine of pregnant women, in blood and
other tissues. The differences are:
1. Urinary gonadotropic hormone cannot act on the ovaries of hypo-

phy ectomized animals.
2. It does not affect the development of the immature avian testis.
3. It will increase the- weight of the ovarie
7 mgm. in four days.

of immature rats only

4. It does not redden the sex ·kin of the macacque monkey.
A "synergi t" was later obtained from the anterior lobe, which,
when added to pregnancy urine gonadotropic hormone, enabled it to
duplicate the effect of true anterior pituitary gonadotropic extracts. A
similar result may be obtained by adding menopausal or ca trate urine
to pregnancy urine. Several workers have chemically eparated the
two components of the gonadotropic hormone. Probably prolan B
develops from the chorion, rather than from the anterior pituitary,
because:
·
1. It is present in enormous amounts in the chorion.

2. It is found in the chorion of tiny foetuses, even before the hypophysis
develops histologically.
3. There have recently been reported cases by Philipp and Huber of a
tumor re embling a chorionepithelioma occuring in the anterior
pituitary of small children who gave a positive Aschheim-Zondek
test with their urine. Normally, the urine of young children is always
free of gonadotropic hormone.
·
The basophilic cells of the anterior lobe secrete, in ovarian hypofunction, menopause or in castrates, a follicle-stimulating hormone.
Sexual infantilism and cryptorchidism may be due to hypofunction of
these basophilic cell ·. The pituitary is the "motor" of the ovary.
Primary amenorrhoeas are those in which the ovary is defective but the
pituitary normal- and the secondary type is the reverse. Rarely, an
amenorrhoea may be due to an overaction of follicle stimulation, a continual oestrin secretion ensuing, and a hypertrophic endometrium
results, which does not break up and slough. Zondek recently has
reported such "polyhormonal" cases.
In pregnancy, there is an early and abrupt increase of the gonadotropic urinary hormone-hence the Aschheim-Zondek, Brouha, and

6
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Friedman pregnancy tests. In the toxaemias of pregnancy, very high
amounts have been found in the last trimester--especially in eclampsia
with convulsions. After birth there is a very rapid disappearance of
the hormone from the urine, unle s the placenta is partially retained.
In cases of chorionepithelioma or hydatid mole, vast quantities, 10 to
50 times the normal amount, are present in the urine. This cannot be
used for diagnosis, however, as this increase is also found consistently
at the time of the second missed menses, and in some normal pregnancies. Pregnancies have been interrupted for this reason, and nothing
abnormal has been found.
However, if the pregnancy test remains positive after such lesions
are removed surgically, the test must be repeated monthly on at least
three occasions. If it is positive one month after operation for chorionepithelioma, one may feel sure meta tase are pr~sent . Only in hydatid
mole and chorionepithelioma is the hormone present in the spinal fluid.
In testicular teratomas, or even in teratomas elsewhere (as in mediastinum) similarily enormous urinary gonadotropic titres are found.
The castration gonadotropic hormone occurs in the urine of male
or female castrates, in ovarian hypofunction, after the menopause, and
after X-ray castration. High titres of urinary gonadotropic hormone
are also seen in migraine, brain tumor, and in many cases of high intracranial pressure, acne rosacea, and pruritis vulvae.
Pregnancy urine extracts do not cause follicle growth in normal
monkeys or in hypophysectomized rats, but castrate urine does in both.
In fact, castrate urine seems to be almost purely gametogenic (acting
on follicular granulosa cells and seminiferous tubules), whereas pregnancy urine extracts largely act on connective tissue derivatives (theca
cells, and interstitial cells of the ovary and testis) . Almost certainly
castrate urine follicle-growth hormone is identical with the same
hormone of the anterior pituitary.
Follicle-stimulating hormone from castrate urine or from the hypophysis will not produce ovarian cy ts in rodents nor monkeys, although
crude hypophyseal extracts or implant will. As nearly all our present
hypophy eal preparations are very crude, they are dangerous. Shute
recently reported such a case of ovarian cyst formation in a young girl
given a crude pituitary extract.
Anterior pituitary preparations have little or no practical Yalue as
yet, and must be used with caution. Pregnancy urine or placental
preparations are to be utilized with the same reservations.
3. The Thyrotropic Hormone: The thyrotropic hormone was found
independently in 1929 by Loeb and by Aron and acts only in the pre ence
of the thyroid gland. Hypophysectomy is always followed by hypothyroidism. Aron believes that many cretinous and myxoedematous
state are primarily thyroid disorders, and therapy of such cases with

....
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thyrotropic hormone has usually failed. This failure may be due to the
antagonistic action of an anti-hormone uch as has been extracted by
Collip. Indeed, it has been claimed that exophthalmic goitre has been
ameliorated by anti-thyrotropic hormone therapy. However, the whole
question of anti-hormones is highly contro\'ersial at present.
Hypophysectomy in the rat produces thyroid atrophy and a decrease
of basal metabolic rate of as much as 35 per cent. In hypopituitary
states such as cachexia, etc., the thyroid is sclerotic and metabolism
subnormal. Conversely, pituitary extracts cause thyroid hyperplasia.
Even in vitro, thyroid hyperplasia ha been produced similarily. However, the thyrotropic hormone i inactive orally. None of the signs of
hyperthyroidism can be produced in thyroidectomized animals by injecting thyrotropic extracts. Collip found that if normal rats were given
the hormone, the B.M.R. was never rai ed to more than + 26, but in
goitrous rats it reached as high as + 162 per cent., with a gain of + 95
per cent. within 24 hours; the rats showed all the signs of exophthalmic
goitre. This has practical importance in the theory that human
exophthalmic hyperplastic goitres are usually super-imposed on preexisting adolescent colloid types. Subnormal hypophysectomized rats
are restor ed to normal by minute doses of thyrotropic hormone-much
less than is needed to produce a variation of B.M.R. in normal rats.
Practically speaking, no one has shown that this hormone has
clinical significance for the human subject. Its only present importance
is in the work of Spence and Benazzi to allay hyperthyroidism by oestrin
injections. The theory is that oestrin injections certainly decrease the
anterior pituitary's production of gonadotropic hormone, and !Day in
addition slow down the same organ's production of thyrotropic hormone.
Certainly the patients on oestrin therapy gain weight and get a slower
pulse, but no changes in B.lVI.R. occur. No studies of histological
changes in the glands have been reported as yet.
4. The Adrenotropic Hormone: The adrenotropic fraction was first
isolated by Collip and probably is produced by basophilic cells. TherE
are probably two fractions of this hormone, one governing the adrenal
medulla, and the other the cortex. Adrenotropic pituitary insufficiency,
due to hypofunction or absence of the pituitary gland, results in atrophy
of the adrenal cortex and susceptibility to anaphylaxis. Some cases of
Addison's disease may be due to pituitary failure. Lack of adrenotropic
substance, together with dysfunction of the sympathetic centres, has also
been held responsible for the paradoxical reduction in systolic pressure
observed in asthenic persons who change from the recumbent to the
erect posture (Rowntree's test).
Over-production of the hormone produces hypertrophy of the
adrenals and symptoms suggestive of adrenal stimulation-increased
blood adrenalin, higher blood pressure, decrease of peristalsis of the
intestine, etc. There is also an increase of the cortical secretion pro-
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ducing a slight drop in the positive potassium balance and rise in the
reticulocytes. Adrenal hyperplasia and cortical adenoma may occur
with an increased secretion of adrenotropic pituitary hormone and are
also present in many acromegalic cases. Cortical r epair of the adrenal
by hyperplasia only occurs in the presence of pituitary adrenotropic
substances.
5. Mammatropic Hormone : This fraction is also known a s prolactin. Oestrin produces growth of the ducts of the mammary gland,
but does not develop secretion from the alveoli; t his is a function of
prolactin. Indeed, oestrin a ctually inhibits the action of prolactin and
can be injected into puerperal women to stop lactation. Mammary
development and secr etion in the newborn, just like the "menstruation"
seen in such children, is also a function of oestrin; the secretion is probably due to oestrin withdrawal and a temporary unopposed prolactin
secretion.
Menstrual breast changes may be du e to a cyclic secretion of prolactin. Milk secretion may occur regularly at the menses or may even
replace them. Breast growth and lactation may follow oophorectomy
and the menopause. Cows may lactate for t wo years after oophorectomy,
and women for sever al months; Shute has seen milk secretion persist
for three years after hysterectomy and removal of ovary.
Both guinea pigs and women can continue pregnancy after
oophorectomy, deliver and suckle-but after hypophysectomy in pregnancy, the mammae atrophy. Indeed, oophorectomized adult animals .
can be made to lactate nor mally, with prolactin alone. E vans made
virgin immature goats deliver quarts of milk in this way. During pregnancy, presumably the blood oestrogenic substances hold lactation in
check, but after the placenta is expelled, lactation proceeds abundantly.
Defective lactation after parturition means the persistence of an excess
of the oestrogenic substance or inadequate prolactin secretion.
6. Carbohydrate R egulating Hormone (Blood sugar-raising principle, diabetogenic principle): One fraction of the pituitary secretion
raises the blood sugar, and acts as an antagonist to insulin. This must
not be confused with the antidiabetic or pancreatropic hormone which
stimulates the islands of Langerhans. The insulin antagonistic hormone
is probably secreted by the eosinophilic cells and may act via the sugar
centre on the adrenal, through the sympathetic nerves. The hormone
appears normally in the blood, after a fat meal. If injected into animals,
it reduces the liver glycogen, resulting in hyperglycemia and glycosuria,
as well as disturbances in the fat metabolism.

Absence of this hormone results in hypoglycemia, increases sensitivity to insulin and thus decreases the glycogen reserves. In about 40
per cent. of acromegalic patients a high-fasting blood sugar is found.
In hypopituitarism, hypoglycemic attacks may occur. This hormone has
been found in the urine a well as in the blood.

•,
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7. Pancreat1·opic Honnone : Anselmino and Hoffmann have reported that an increase in the size and number of the islands of
Langerhans results from injection of an anterior pituitary extract.
This produces a decrease in the blood sugar and an increase in the production of insulin.
8. Nitrogen Metabolism Honnone: This acts by increasing the
specific dynamic action of protein. In hypopituitarism, also, there is
a disturbance of the conversion of protein into carbohydrates. Protein
thus fails to raise the basal metabolic rate, and this has been used as a
test for pituitary hypofunction.
9. Fat Metabolic H onnone (l\.etog enic Hormone): This hormone
was isolated by Burns and Ling and occurs in the anterior lobe, pars
intermedia or posterior lobe. It sometimes is called orophysin, and has
been found in urine and blood serum, when fat i being burned. It
increases the ketone bodies in the blood, and the specific dynamic action
of protein, as well as decreasing the metabolic rate.
Raab has described lipoitTin, which causes an increased amount
of fat in the liYer in moderate doses. He considers that lipoitrin and
orophysin balance each other. Thi may explain Frohlich's syndrome.
Many consider that fat metabolism is controlled by a centre in the
diencephalon as well as by the pituitary gland.
10. ParathyrotTopic Hormon e: Parathyroid adenoma occurs in
pituitary tumor, and atrophy of the parathyroid has been seen when the
pituitary i removed. Anterior lobe e>..'tracts produce marked hyperplasia of the parathyroid, and in presence of parathyroids, raises the
blood calcium. Anselmi no and others ha Ye shown fairly conclusively
that there i a parathyrotropic influence from the pituitary, but no
specific hormone has been isolated.
11. Eryth?"opoietic Factor: Moehlig and Bates regard red cell
formation as a definite function of the pituitary. Polycythemia occurs
in basophilic adenomas.

Water Metabolism has been ascribed to the anterior lobe. Angram,
Fisher, and Ranson did not find polyuria unless their lesion interrupted
the supra-opticohypophyseal tract. The same authors concluded that
the diuretic activity of the anterior lobe of the pituitary is general and
brought about by its influence in growth, metabolism and other
phenomena.
FUNCTIONS OF POSTERIOR LOBE

The source of the secretion from this lobe is still under dispute, but
probably it is produced by the pituicytes. There appear to be two main
fractions in the posterior pituitary secr etions, namely oxytocin and
Yasopres in. Besides these major fractions, intermedin has been
described by Zondek and also a melanophore hormone. An elmino and

10
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Hoffmann have described, although they did not isolate, a fraction which
accompanies the eclamptic state and is responsible for some of its symptoms and signs. Supposedly pituitary extract can be standardized, but
different animals, and even uterine strips of the same animal, differ so
widely that it is doubtful if this is possi ble. Also, it seems that sometimes one dose of pituitrin sensitizes the animal to the second dose, and
uterine tetanus results on the second dose.
1. The oxytocic fraction acts Yariously on the uterus, depending on
the state of the body with respect to the hormone balances. Knaus has
used its reactivity as a basis for his interesting theories on sexual
fertility and its variations during the menstrual cycle. However, his
results have met much criticism. In early pregnancy the human uterus
will not react appreciably to oxytocin-or for that matter, to any
oxytocic principle (hence the failure of abortifacient drugs) . This fact
may be ascribed to the protective action of progesterone, which in small
doses is able to inhibit very large amounts of oestrin. Later, and notably
during labour, the uterus is very responsive-probably due to the sensitizing action of free oestrin. However, pituitrin inductions commonly
fail when attempted much before term-even a week or more before
term!

In the late puerperium, oxytocin is not very effective-and quinine
proves to be about useless. Moir has recently shown that uterine contractions are as great before as during labour, but fail to cause pain or
expulsion of the foetus.
2. Pitressin has various effects. The pressure effect of pitressin
is from the direct action on the mooth muscle of the arterioles. This
effect is counteracted by an oxygen want in the tissue, which res ults in
increased pulse rate, cardiac output and oxygen consumption. Pitressin
also causes the contraction of all the smooth mu cles except those of the
uterus, and is used in po t -operative inte tina! paresis to aid in peristalsis and expulsion of th gas. It acts also by increasing the secretion
of the stomach and intestine . The respiratory effects of pitressin are
secondary to the circulatory one except it relaxes bronchial musculature
in asthma. Pitressin is both diuretic and anti-diuretic. At first there
is temporary anuria followed by dim·e is. The anti-diuretic factor i
probably the result of the hormone's pecific action on tubular renal
epithelium which furthers the absorption and concentration of urine.
Diuretic action may be the result of either the increased glomerular
pressure or the increased osmotic pressure of the secreted urine. Posterior pituitary lobe influence fat and carbohydrate metabolism.
3. It should be added that certain galactagogue propertie have been
ascribed to the posterior pituitary, and that there seems to be a gastrotropic hormone in it which can produce haemorrhagic lesions on the
ulcer-bearing area of the tomach, accompanied by a grave macrocytic
anaemia.
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4. Pat·s intet·m,edia secretes intermedin which was first isolated by
Zondek. Injections of intermedin increases dark spots in certain fi sh
which are characteristic of the e fi h in the breeding sea on. This has
been found in humans in basophilic adenomata as well a in pigmented
malignant cells in man.
5. Melanophore hormone i little understood but differs from intermedin. It cau e a ·preading out of the melanophores of tadpoles. The
removal of this will produce albino tadpoles.
Disorders of the pituitary function may take the form of hyperf unctioning or hypofunctioning. Hyperfunctioning of pituitary conditions are usually the result of tumors or hyperplasia and, in a few cases,
t he result of irritation to the gland. The hypofunctioning conditions
are the result of congenital defect , simple atrophy, or pre sure atrophy
or, less frequently, de truction from inflammation or trauma. Many
syndromes have been ascribed to pathological change in the pituitary
and hypothalamu . It i difficult to a ·cribe the pathology to one or the
other lobe, and even to be sure that some of the damage may not be in
the hypothalamic nuclei.
The following is a classification of pituitary disorder s, but these
conditions will not be discussed in this paper:
Infantilism
Dwarfism
Dercum's Disease
Hypofunction
Simmond's Disease
Laurence-Biedl Moon Syndrome
Anterior Lobe
Acromicria
Schuler Christian Syndrome
Acromegaly
Hyperfunction Gigantism
Pituitary Basophilism
or
D'1a b et es I ns1p1
· 'd us
Posterior lobe deficiency
.
.
h ypo th a IamiC 1eswn
Anterior lobe deficiency, together Dystrophia-adiposo-genitalis
with posterior lobe deficiency or
(Frohlich)
or hypothalamic lesion

I
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Peptic Ulcer---A Discussion of
Etiological Factors
By ARTHUR VOGELSANG, B.A., '38

THE literature dealing with the etiology of chronic peptic ulcer is, to
say the least, confu ing, and this ·ituation has been further aggravated by the more recent investigation . More and more po ible factors
are being uncovered, but little attempt has been made to correlate the
new findings.

•

The exciting factor, in any one particular case, is often hard to
determine because it becomes chronic without having been acute
clinically. Most chronic le ions begin as acute manifestations of symptoms which progress eventually to chronicity. But chronic peptic ulcer
seems to make itself felt in a n insidious manner without acute symptoms,
and paradoxically enough, t he symptoms become more and more acute
while the lesion becomes mor e and more chronic. Consequently, we must
realize that factor which prevent ulcer healing are as important a s, if
not more important, than t he factors initiating the lesion.
Rivers groups the various hypotheses advanced to explain the
gene is of peptic ulcer under the following head
(1)
(2}
(3)
(4)

Erosion of the tissue by acid.
Circulatory distur bance .
Inflammation and infection .
Neurogenic factors.

He suggests that peptic ulcer might be cau ed by several or all of
these factors mutually a ssisting one another.
( 1) EROSION AND HYPERACIDITY

Aschoff pointed out t hat since food material passes along the
Magenstrasse or les er curvature of the tomach, it may produce hemorrhagic ero ions due to the vulnerability of this much-travelled portion
of the muco a. A far a s the duodenum is concerned, Mann believes
that food passing from the pylorus i deflected again t the duodenal
wall at one point, by the kink at the junction of pylorus and duodenum.
However, we know that if a piece of mucosa be r emoved from an area
of a normal stomach, epithelial regeneration will take place immediately
and completely. Furthermore, when one considers how soft and mushy
is a bolus of food material, it seems that uch mechanical "wear" must
be of slight importance; unless, of cour e, t here has been some previous
pathological change in the muco a.
One of the commonest ideas concerning peptic ulcer is that of tis ue
de truction or autolysis because of increa ed ga tric acidity. The gastric
acid is hydrochloric acid, secreted by the oxyntic cells of t he ga tric
12
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muco a . Continental urgeons lean t o more radical operations such as
partial gast rect omy, of about three-fift hs of the distal stomach, and
report an ama zingly low number of r ecur r ence . The r ea on a cribed
is that most of t he acid-bearing sect ion of t he mucosa is remo,·ed in
t he operation. Fogelson and Schmidt, working with oesophagotomized
dog·, ad ded fai rly la rge amounts of dil ute hydrochloric acid t o t he
stomach contents, yet fo und no ulcer s when t he animals wer e autopsied.
Howes, Flood an d Mullins cut defect in the gastric muco a of cat .
When the aci d content of the stomach was increased, healing still took
place ; but when pepsin as well as hydrochloric acid was added, healing
cea ed and necrosi of t he le ions followed. Matzner et al., working
with rats, fo und pepsin a more important factor in ulceration t han the
acid.
Upo n gastric analy is, we should expect to find a hyperchlorhydria
or an excess of f r ee hydrochloric acid in ulcer patients. But only a
minority of ulcer case how this hyperchlorhydria. Furthermore, many
people with no symptoms whatever how a high free acid content upon
analysis. Apper by found that ga tric acidity is chiefly a function of
the blood car bon dioxide, and that in such conditions as asthma and
emphysema t his pia rna carbon dioxide is increased. However , no relation between asthma and peptic ulcer is a pparent.
rormally, t he st omach content a re neutralized at inter vals by
relaxation of t he pyloric sphincter, with r egurgitation of the alkaline
duodenal contents into the st omach . Hoerner , working with pancreatic
fistulae in dog , obtained ulcer s in 42 per cent. of his subjects. Elman
and Hartmann, using a imilar technique, got ulcers in 100 per cent. of
attempt . In both series, where the pa ncreas was drained normally,
none had ulcers. Hoerner found the gastr ic pH, in the animals with
fi tulae, went no lower than in the normal, but remained at a level of
pH2 t o 3; in t he normal animal it varied between pH2 and 7. It is not
then the degree of acidity r eached by t he stomach contents, but the
length of t ime at which it is maintained tha t i important.
F r om the duodenal mucosa I vy ha isolated a substance called
'·enter ogastrone," which inhibits gastric secretory and motor activity.
River s ha u ·ed t hi , or a similar duodenal ex-tract in ulcer therapy with
some succes . It is probably this duodena l substance, plus the alkaline
duodenal digesth:e juices, which ca u e the tides of alkalinity in the
stomach. In ca es of spasm of the pylor us, such regurgitation would
not take place. This prevention of r egurgitation by pyloric hypertonu
is, according to Boyd, the great cause of gastric hyperacidity, and probably of ulcer.
Mucin, secreted by the mucoid cells of t he ga tric muco a, is suppo ed to act as a kind of protective smear over the stomach wall against
the inroad of t he ga t r ic hyd rochloric acid and pepsin. Fogelson and
Ander son, as well as Berman and Baxter, worked with m ucin and found
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that in many case a r elati e decrease in the gastric mucin, rather than
an absolute increase in the acid, is found. Fogelson and Anderson,
along with Henning and Norpath report excellent results using powdered extract of mucin in ulcer therapy. The theory is that m ucin
increases the viscosity of the tomach content , thus decreasing the free
hydrochloric acid.
(2) CIRCULATORY DISTURBANCES

The commonest sites of ulcer, the les er curvature near the pylorus
and the duodenum adjacent to the pylorus are, peculiarly enough, nourished by a relatively poor ystem of blood vessels. The arteries are less
numerous and of smaller calibre and the anastomoses are less efficient,
due to the existence of relatively numerous end-arteries. Mayo describes
a "relatively anemic area" on the anterior duodenal wall. We must also
con ider the question of endarteritis or other changes such as thrombosi or embolism, inhibiting all or part of the efficiency of these vessels.
The calibre of the lumina of the e vessel can also be limited by vascular
spasm or vasoconstriction, due to increased irritability of the sympathetic nervous system. Persons with the "sympathatonia" of Eppinger
and Hess will have a visceral vasoconstriction more often or over longer
periods of time than normal, and this may be an appreciable factor in
many cases.
(3 ) INFECTIONS AND INFLAMMATIONS
Inflammatory processes in the mucosa must not be ignored, because
such areas of pathological mucosa should be more liable to be vulnerable
to other factors such as mechanical and chemical irritation; con equently
they should be more liable to necrosis, sloughing and ulceration.
Rosenow cultured streptococci from the tissues surrounding ulcers
removed by operation from patients with hemorrhagic erosions and
ulceration. He inoculated rabbit with material from this culture, and
61 per cent. of the animals de eloped ulcers which corresponded with
the original human lesions with r egard to: situation, gross and microscopic appearance and tendency to become chronic, to perforate and to
produce fatal hemorrhage. Startling as are these results, they are
corroborated by Haden, Vickel, and Hufford and Nakamura. Rosenow's
theory hold that peptic ulcer is produced by a strain of treptococci
which has a selective affinity for the muco a of the stomach and
duodenum.
An upset in the integrity of the gastric mucosa may also be caused
by allergic manifestation . Gay report· a series of 33 cases of peptic
ulcer in which the etiological factor was apparently allergic. All these
cases reacted by skin test to certai n food substance . When the e foods
were avoided in the diet, recover y was symptomatically complete. In
two-thirds of these ca es, he obtained an all ergic history, either personal
or familial. These results are somewhat supported by Martin Lay, who
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reports some success using non-specific milk therapy in desensitizing
peptic ulcer patients. One startling fact about this allergic question is
that the foods mo t commonly found to be at fault were milk and wheat
flour.
Then, too, we must consider diet. Errors in diet with abuse of
alcoholic beverages, tobacco and condiments are the common causes of
chronic gastritis. The old idea that ulcers are preceded by a gastritis
or duodenitis dates back to Cru,·eilhier. Konjetzny, Orator, Puhl and
others support this view. Simpson found a gastritis in every surgical
ulcer speciment examined, and by his fractional test meal showed a
predominance of hyperchlorhydria in ca es of erosive gastritis (sic),
chronic ga triti and chronic duodenal ulcer. He aid the hyperchlorhydria in itself is harmless, and it is the previous gastritis which causes
· the erosions and ulcerations. Blahd corroborated these results. Einhorn
differs, and remarks that in chronic ga tritis one usually finds hypochlorhydria with increased mucus secretion which is incompatible with
the recognized ulcer syndrome. H e also points out that gastritis shows
no alternating course of latency and activity as does an ulcer. Walters
at the Mayo Clinic, examining surgical pecimens of ulcer, could find in
practically none any gastritis. The German investigators as mentioned
above were finding associated inflammatory process in all ulcer cases.
When Walters checked by examining the German specimens, he found
the associated gastritis. He noticed also that the ulcers themselves wer e
far more extensive in area, and differed so widely from the smaller,
cleaner, punched-out American ulcers that one would scarcely say they
were the same pathological process. But why this difference ? Do the
Teutonic peoples abuse their stomachs with more highly seasoned foods
than Americans? We know they consume far more alcoholic beverages
per capi_ta per annum, and it is a question whether or not the diet, too,
differs enough to become significant.
(4} NEUROGENIC FACTORS

It is only when we have considered all of these factors mentioned
above that the mechanism by which the neurogenic factors act can be
understood.
It was noted by Cushing that persons suffering from cranial lesions,
especially injuries to the hypothalamus, ,·ery often developed peptic
ulcer. Dodds and his co-workers inj ect ed an extract of the posterior
pituitary into dogs, and produced chronic gastric ulcers similar to those
found in man. We know that the hypothalamus and pituitary are linked
by tracts of nerve fibres and that the posterior pituitary secretes a
ga trotropic hormone. Perhaps the normal hypothalamus inhibits the
production of this ulcer-producing hormone by the pituitary.

Eppinger and Hess describe a form of autonomic imbalance of the
vegetative nervous system which results in a "vagotonia." By this they
mean that the parasympathetic system achieves a form of prolonged
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tone or excitability, as manifested in vagal hypertonia with consequent
abnormal movements of the dige tive tract. This type of per on, it is
contended by Sachs, is far more liable to peptic ulcer than the normal.
They also describe a form of sympathetic hypertonus, or "sympathicotonia" which is not antagonistic to the previous condition, but synergistic with it. These two states of vegetative imbalance usually blend
one with the other, and pure forms of either are seldom, if ever, seenand it does not end there. They are, or seem to be, intimately related to
our personalities. The introvert is probably vagotonic-the extrovert,
sympathicotonic. The person who leads an irregular existence, who
eats all sorts of food at all sorts of hours, who works or plays far into
the night and sleeps the dead sleep of the physically and mentally
exhausted, to rise with difficulty in the morning, is probably vagotonic.
Probably we have taken thi far enough so that it is obvious that the
type of person with an autonomic ,·agal imbalance is the type of case
usually associated with ulcer.
We can imagine a patient, with vagal hypertonus, giving him
increased visceral tone and secretion, and a sympathetic disturbance
giving prolonged vasoconstriction. His pylorus is spastic for longer
periods than normal, thus preventing some of the usual alkaline regurgitation. The stomach wall is anemic due to the vasoconstriction. It is
no wonder, then, that he develops an ulcer. But what causes this
"vegetative imbalance"?
Dunbar quotes references to show that this imbalance is secondary
to some sort of psychic disturbance. This brings us into a consideration
of worry, fatigue, sex, re ponsibility and other factors important in
psychic trauma. We must consider these factors carefully with reference
to each individual case, and not fall into such unwarranted conclusions
as those of Menninger; he holds that as ulcers are found in ambitious,
aggressive persons, thi aggressiveness is a n over-compensation for a
form of introversion, and subconsciously these individuals desire to be
loved and fed. Similarly, the constipated person subconsciously wishes
to hold or retain, and refuses to accept from others.
As soon as we lapse into Freudian symbolism we ha ve defeated our
own ends, i.e., to relieve the patients a much as is in our power, to
throw off his irregular mode of life, and to promote a more philosophical
viewpoint upon his environment. This is probably be t accomplished
by instituting a more or less rigid daily routine. Regular and sensible
meals at regular and frequ ent intervals throughout the day, exercise in
moderation and regularity in sleeping habits will go a long way in ulcer
therapy. But it is not our wish to discu s therapy.
We do not know enough about peptic ulcer. Its pathology must be
studied in the living subject, probably by some form of gastroscope.
Each individual case should be followed visually from the first symptoms
until the symptoms disappear. Only then will we know the details of
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et iology and the effect various conditions have upon the ulcer. But in
t he m eantime a great deal can be accomplished by treating cases
t hrough the nervous system, i.e., by sedatives and discipline. It is our
opinion that in the future more consideration must be given to the
psychic factor s in the etiology of peptic ulcer.
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" RABE LAIS AND T HE LAMPREYS"
The Cardinal, one hungry day,
First having with his eyes consumed
Some lampreys that before him fumed,
Had plunged his fork into the prey,
Then Rabelais gravely shook his head,
Tapped on his plate three times and said :
Ba! Hard digestion! Hard digestion!"
And his bile-dreading Eminence,
Though sorely tempted, had the sense
To send it off without a question.
" Hip ! Rullo! bring the lampreys here!"
Cried Rabelais, as the dish he snatched;
And gobbling up the dainty cheer,
The whole was instantly dispatched.
Reddened with vain attempts at stifl ing
At once his wrath and appetite,
His patron cried, "Your conduct's rude,
This is no subject, sir, for trifling;
How dare you designate this food
As indigestible and crude,
Then swallow it before my sight?"
Quoth Rabelais, "It may soon be shown
That I don't merit this rebuff;
I tapped the plate, and that, you'll own
Is indigestible enough;
But as to this unlucky fish,
With you so strangely out of favor,
Not only 'tis a wholesome dish,
But one of most delicious flavor!"
-

HORACE S MIT H.

Bleeding from the Gastro-Intestinal
Tract':·
By J . A. MACGREGOR, M.D., F.R.C.P. (C.)

London, Ontario
appearance of blood, either as occult bleeding or a a frank
T HEhaemorrhage
from the gastro-intestinal tract constitutes one of
the commonest clinical manifestations with which we have to cope.
Bleeding may show it elf a bright blood, a black, tarry stool or
it may be discovered only by chemical mean in a stool which may be
otherwise of normal appearance. From the stomach, it may be bright
red or appear as "coffee grounds."
From either the stomach or the
bowel, the appearance and amount of blood may give some clue as to
its origin. In some instances, the cause is obvious; in others, it is much
more difficult to determine, and in some cases may be quite impossible.
The origin of blood in the faeces or stomach content may be a
lesion in the alimentary canal or the blood may have been swallowed.
On the other hand, it may be an associate of a blood dyscra ia. There
are so many causes for its appearance that one can only touch on a few
of the more common ones.
As extraneous causes, one might mention the swallowing of blood
from an haemoptysis or an epistaxis, or the rupture of an aneurism
into some part of the gastro-intestinal tract.
P assive congestions such as those seen in cirrhosis of the liver, in
thrombosis or in embolism of the splenic or mesenteric vessels, will
produce oesophageal varicosities and these in turn may rupture.
Ulceration associated with various conditions may give ri e to more
or less mar ked bleeding. It is probable that this cause is respon ible
for a large percentage of the cases of gastro-intestinal bleeding. It
include neoplasms, both benign and malignant, tuberculous ulcer , the
ulcer of enteric fever and paratyphoid fever, the so-called simple or
peptic ulcer, dysentery of both the amebic and bacillary type and
intussusception, although in the latter it is probable that the pa ive
congestion produced by constriction is more likely to account for the
bleeding than is ulceration. Haemorrhoids are probably the most
common single cause of bleeding. Here it may be due to the passive
congestion or the ulceration which sometimes occurs. A foreign body
in the rectum is another cau e not to be overlooked. Parasites such as
ankylostoma duodenale and occasionally bilharzia infestation are met
with more particularly in subtropical countries.
Presented at the annual Refresher Cour e, Uni versity of West ern Ontario
Medical School, September 17th, 1937.
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When the presence of blood, occult or frank, has been determined,
a search for the possible causes must be instituted. The extraneous
causes must be excluded, then by the presence of symptoms, physical
signs, X-ray findings, blood examinations or other data, the origin may
be determined.
A strikingly acute anaemia is suggestive of sharp gastric or
duodenal bleeding. Thi i followed promptly by a haematemesis or,
in a few hour , by the pa age of the characteristic tarry stool or easily
recognizable blood.
Unfortunately, all the a sistance we can muster will sometimes fail
us and we are not able to determine the location or cause of the bleeding.
Thi was evidenced recently by some cases in the wards of the Victoria
Hospital. A synopsis of two clinical histories may be of interest:
Case 1: F. R., aged 18 years. Admitted October 3, 1936. Family
history irrelevant. Complained of belching which followed the ingestion
of food, some joint pain, loss of weight, diarrhoea and crampy pain for
the preceding month. He had pain about the umbilicus for three or
four months prior to admission, worse after meals and relieved by
belching. With the onset of the pain he noted blood in the stools. He
lost about 60 lbs. The subcutaneous fat was absent. Chest, heart and
abdomen were essentially normal. A few palpable glands were present
in the neck, axillae and inguinal region. The right epitrochlear was
also palpable. Rectum normal. Haemoglobin 74 per cent., leucocytes
10,200 per cu. mm., erythrocytes 5,200,000 per cu. mm. and color index
0.7. The nervous system did not reveal any abnormality. The urine
howed an occasional trace of albumin but was otherwise negative.

Blood continued to be found in the stools in greater or less quantity
during his stay in the hospital. His haemoglobin percentage at times
was as low as 40, but at no time was there any suggestion of a blood
picture other than that of a severe secondary anaemia. Repeated X-rays
failed to discover any definite gastro-intestinal pathology, although on
one occasion it was suggested that there might be a duodenal ulcer.
Examination of the stomach contents after histamine stimulation
showed total acidity 52, free HC1 42; later the free HC1 was found at
a minimum.
Culture of the stool for bacterial pathogens and a search for ova
and parasites were conducted on many occasions without positive
findings.
He ·was transfused se\'eral times. On January 12, 1937, the staff
conference agreed on the advisability of an exploratory laparotomy as
he had gradually lost ground despite all their efforts, but examination
by this mean r evealed no cause for the bleeding. There were a few
glands about the celiac axis and evidence of an old chronic appendicular
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problem. Section of these glands showed a fatty content and some large
endothelial cells with nothing bearing any resemblance to a lymph node.
Later he was induced to go to a Toronto hospital and shortly after
reaching there he died suddenly in a convulsion.
Here is an instance where, after the most intensive investigation,
no decisive opinion could be arrived at as to the cause of the bleeding.
Case 2 : Mrs. G., aged 53 years, presented another problem in which

an exploratory operation aft er all other means of investigation had been
exhausted possibly provided a solution.
A year prior to this admission she was curetted for severe uterine
bleeding associated with a marked secondary anaemia. The bleeding
did not return, but the anaemia persisted. The gastric contents after
histamine stimulation showed a total acidity of 110 and free HCL 80.
Repeated X-rays of the gastro-intestinal tract were negative except for
demonstrating some adhesions in the right lower abdominal quadrant.
The stools were constantly strongly positive for blood.
Several transfusions were given, but the anaemia showed only
temporary improvement.
An exploratory operation revealed a mass of the size of an orange
below the diaphragm. No evidence of any other pathology could be
discovered on the most exhaustive search.
The histology of small portions of the IIlass revealed a carcinomatous structure of possibly metastatic origin, but there was nothing to
suggest where a primary lesion might have been situated.
TREATMENT

In the treatment of gastro-intestinal haemorrhage the age "Qui
bene diagnoscit bene curat" holds good.
Needless to say, a profuse haemorrhage requires more prompt
attention than one where the evidence is less striking and is obtained
only by examining the faeces chemically.
In an acute haemorrhage, absolute physical and mental rest are of
the utmost importance. Both of these are attained at once and to the
greatest measure by putting the patient to bed, keeping the friends
away and giving a hypodermic dose of morphia, %. gr., repeated in an
hour or two if necessary. I doubt if ice applied locally or calcium or
haemostatic sera are of any assistance whatsoever. Experiments have
shown that the serum calcium is not increased nor is the clotting time
of the blood changed by the use of the haemostatic agents. Substances
such as adrenalin, when given by mouth in two drachm doses, may
serve a purpose if the bleeding is of the oozing type. Given in this way,
there is no danger of raising the blood pressure. Styptics such as iron,
tannic Acid and sulphuric acid are of no avail.
An increase in the pul e rate, a lowering of the blood pressure and
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increa ing pallor are evidence that the bleeding is continuing. In this
instance, or if the bleeding has been very severe, transfusion is indicated.
This is possibly best taken care of by repeated small transfusions such
as 100 to 200 cc. at a time. When the bleeding has ceased or has become
minimal, bland foods may be given superceding the water and glucose
which have been used during the acute phases. It is well to get the
patient back on a diet a. soon a s possible. I have seen no ill effects
from such management. For the counteraction of the anaemia,
haematinics may be administered, but I doubt seriously their usefulnes s
in restoring the blood to normal.
In very severe haemorrhages, surgical intervention may be life
saving, especially if accompanied by transfusions before and after the
operation .
In pernicious anaemia, leukaemia, aplastic anaemia, etc., an improvement in the patient's general and blood condition usually takes
care of the intestinal bleeding.
The elimination of intestinal parasites is followed by the cessation
of bleeding as is also the case in the healing of typhoid, peptic, simple,
. tercoral and other ulcerative lesions.
Providentially, in but few instances is even severe gastro-intestinal
bleeding a cause of death-thanks mostly to the vis medicatrix naturae.
Fortunately, bleeding from the gastro-intestinal tract is most often of
a less serious nature but is more apt to produce an ingravescent anaemia.
One must be prepa red to contact the fatal cases such as result from
the rupture of large varicose veins associated with cirrhosis of the li ver
or of a large vessel which has been eroded as in peptic ulcer or in
carcinoma where a dramatic fatality ensues with overwhelming suddenness and our mea sures are as naught in an attempt to stem the bleeding.

"RESURRECT! ON"
If I should die tonightAnd you should come to my cold corpse and say,
Weeping and heart-sick o'er my lifeless clay,
If I should die tonightAnd you should come in deep grief and woe
And say, "Here's that $10 I owe,"
I might rise up in great white cravat,
And say, "What's that?"
If I should die tonightAnd you should come to my corpse and kneel,
Clasping my bier to how the grief you feel,
I say, if I should die tonight,
And you should come to me, and here and then
Just even hint about paying me that ten,
I might arise awhile-but I'd drop dead again.
-BEN. KING.

- '·

•The London Medical College
By

FRANK

BABB., B.A., M.D., '38

Education in Western Ontario took its first breath, so to
M EDICAL
speak, in the form of an advertisement running in the St. Thomas
"Colonial Advocate" of August 19th, 1824. This advertisement read as
follows:
"Notice is hereby given that a medical school is opened at St.
Thomas in the Talbot Settlement, under the direction of Charles Duncombe, Esquire, Licentiate, and the immediate patronage of the Honourable Colonel Talbot, where the education of young men for the profession
of Medicine and Surgery will be carefully superintended, and every
opportunity afforded them to become intimately acquainted with the
structure and physiology of the human body.
"Every student before admission is expected to have a complete
knowledge of the Latin language or to give satisfactory assurances of
immediately acquiring it; for which purpose a competent teacher will
be resident in the village.
CHARLES DUNCOMB

will give a course of Lectures on the Theory and Practice
of Medicine.
JOHN ROLPH

is expected to give the first course of Lectures and Demonstrations during the ensuing season on the Anatomy and
Physiology of the Human Body."
This advertisement was the culmination of a desire on the part of
John Rolph to establish a Medical School in Upper Canada. To this
end, the libraries of Doctors Duncomb and Rolph were placed at the
disposal of the school, as well a s Dr. Rolph's anatomical preparations.
The study of anatomy at the school presented various difficulties, chief
of which was the lack of modern means for the storage of anatomical
specimens. As a last resort , these specimens at the Talbot Dispensatory
(as it had come to be known) were stored in large hogsheads containing
native whiskey as a preserving fluid. A humourous anecdote is related
concerning the Irish janitor, who soon found out the hogsheads contained whiskey. Entirely unconscious of what else they contained, he
f requently helped himself, until nearly
was consumed . The janitor
was soon questioned, of course, regarding the disappearance of the
preserving fluid. His look of complete and utter disgust on being
informed of the other contents of the hogsheads was the object of many
a laugh around the school for months afterwards.
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Unfortunately, both Rolph and Duncomb became allied with
William Lyon McKenzie soon after the school's foundation, and were
later forced to even flee the country during the Rebellion of 1837. Rolph
finally returned to play an important part in the founding of the University of Toronto Medical School. But the Talbot Dispen atory at St.
Thomas had to be entirely abandoned after having been in existence
for only two years.
The second attempt to form a Medical School in Western Ontario
was made at Fingal, near St. Thomas. Here, in 1866, Dr. Fulton established his "Summer School of Medicine." He devoted each morning to
his practice and each afternoon to the teaching of every medical subjed.
During its first session the school had twenty students, and at its third
and final session it had fifty . It is interesting to note that up to a few
years ago, at least, there were in this province several practitioners
who had attended this "Summer School."
The third, and what has since proYen to be the only successful
attempt to form a Medical School in Western Ontario, was made in the
old Tecumseh House in London on May 24th, 1881. Bishop Hellmuth,
Chancellor of what was then known as the Western University, called
t his meeting of the Medical Profession, for the purpose of considering
the organization of a Medical Faculty in connection with the University.
The outcome of the meeting resulted in the Senate of the University
agreeing to provide lecture rooms, properly heated and lighted, for the
purpose of teaching students wishing to enter the medical profession.
Unfortunately, the UniYersity Senate was unable to live up to its agreement and were it not for the determination of t hese early pioneers of
the London Medical College this attempt also might have fallen by the
wayside. At this time, however, there wa procured on the corner of
what is now Hellmuth Avenue and St. James Street a cottage of five
rooms and a basement. It might be well to point out that at this time
the city limits to the east were represented by Adelaide Street and to
t he north by Oxford Street. This cottage, therefore, which was actually
outside the city, became the first Medical School at London. Here the
primary classes received their first instruction, while the senior classes
were granted the use of the Chapel of Dufferin College. The City
Council promised for all times the wards of the General Hospital for
u e during the Winter months by the teacher s of the London Medical
College.
The first session of the school opened in 1882 with thirteen students.
The first man to graduate \Vas Dr. W. J. Roche, who had transferred
f r om Trinity Medical College to take his final year here, and who constituted in 1883 a "one-man" graduating class. Dr. Roche later became
Chancellor of the University and Chairman of the Civil Service Commission. He was one of our ablest graduates, and his recent death was
a sad loss to all friends of the university.
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From 1882 until 1888 the five-room cottage on the corner of Hellmuth Avenue and St. Jame Street flourished as the Medical School of
the Western University, who e Arts faculty finall y became extinct in
1885. During thi time the Medical School was not without its trials
and tribulation . Many of the lecturers, who were not paid, saw no
rea on why they should make any special effort to get to their lectures.
During the ses ion of 1885-6 one lecturer was found to have delivered
only 13 % of his lectures and many others delivered le than 40 % . As
a result, the tudent body lodged a complaint which the school acknowledged by requiring lecturer to deliver 75 j( of their lectures on penalty
of being asked to resign.
There was further cau ~ e to worry at this time al o. The University
with which this young medical school was supposedly affiliated had
become practically extinct. From the very start, also, there had been
a feeling of antagonism toward the school on the part of many local
medical men who were not included in the faculty. Neither did the
chool enjoy the confidence of the citizens of London; many of the
faculty themselve believed the school would shortly be closed. From
the student's point of view it was particularly awkward to have a school
at the north end of the city and the hospital at the south end.
Daring, therefore, as it may have eemed, it was undoubtedly a
strategic move when in 1887 the faculty themselves boldly went ahead
and purchased the property on the north-east corner of York and
Waterloo Streets for the purpose of erecting thereon a new Medical
School, to be known as the London Medical College. The question of
financial support was settled by the faculty on their own individual
bonds. They became formed into a yndicate to hold the property, and
the money put into the building was to bear interest. It was divided
as stock among the member in proportion to the numbtr of lectures
each one had given ince the inception of the college.
The London Medical College now went ahead by leaps and bounds.
As the number of students increased, so did the faculty. Many names
could be mentioned in connection with the school at that time, but that
of Dr. H . A. Macallum is outstanding. It wa ~ largely through his effort
that in 1912 the College managed to reach t he ears of the Government
and their reque t for a grant was finally acknowledged. The result is
symbolized in the pre ent In titute of Public Health. Dr. Hill, who was
Director of the Institute at that time, was instrumental in bringing this
body into the University proper and thus affording the Medical School
one more facility for the purpose of teaching their tudents.
Another prominent man in the Medical School at that time was
the late Dr. William Waugh, for many year Registrar of the school and
then Bursar of the University up until his death. Dr. Waugh graduated
from McGill Medical School with Sir William Osler in 1872. Concerning Osler, Dr. Waugh writes :
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"In my second year, William Osler came to McGill. He seemed to
us just an ordinary student and his popularity with us was largely due
to his personality. He had had some previous experience with the
microscope, and in his second year at McGill he took high rank, winning
a special prize for his work. However, he went through the course
much as all the others and no one dreamed at that time he would become
in later years so important a person . Of the class that graduated in
1872, none except Osler became important in Medicine."
Dr. Waugh's teaching and influence, while at this medical school,
will long be remembered by those who had the privilege to be his
students. Many of them recall with amusement his well-known horse,
which drove through the centre of the city at 7.45 a.m. daily, arriving
at the Medical School sharp on the dot of 8.00 o'clock. It is related how
his lecture began as he opened the door, was well under way by the
time he reached his desk, and the closing words were uttered as he left
the room sharp on the hour of 9.00 o'clock. He was never known to be
late, he did not use a note, and his knowledge of his subject was declared
to be thorough and encyclopedic.
Just at this time, Dr. J. Stuart Dickey, from the University of
Belfast and an associate editor of Queen's Anatomy, was made Professor
of Anatomy at the School. The Faculty felt themselves very fortunate
in obtaining the services of Dr. Dickey, who, it seems, had for two years
preceding his appointment, however, been the subject of attacks of
suicidal mania. It was with the hope of benefiting this condition that
he came to Western. You can imagine the shock, therefore, that was
experienced when they found he had committed suicide in the Anatomical Laboratory shortly after he arrived here.
The great turning point in the history of the Faculty of Medicine
came in 1913, when Dr. H. A. Macallum was appointed Dean. The Arts
Faculty, too, by this time had taken a new lease on life. Dr. Macallum
accepted the position of Dean of Medicine, therefore, only after having
the assurance of Mr. C. R. Somerville, of the Board of Governors, that
the Faculty of Medicine was to become an integral part of the then
rapidly growing University of Western Ontario. He also requested
that there should be the required number of full-time professors
demanded by the Carnegie Foundation Fund. As a result, Paul S.
McKibbon of the University of Chicago became Professor of Anatomy.
J. W. Crane was appointed full-time Professor in Pharmacology and
Frederick R. Miller, formerly of McGill University, was appointed
Profe sor of Physiology.
From thi time on the financial affairs of the Faculty of Medicine
were dealt with entirely by the Board of Governors of the University.
The Ontario Government voted ten thousand dollars for the Medical
Department at Western and already plans were under way for the
erection of a new building. Six years went by, however, including that
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period of the War, during which time the personnel of the chool
changed frequently, but kept gradually increasing. Finally, in 1917,
t he site for the new building was purchased. Then in 1919, after t he
Provincial Government had indicated its inability to help erect such a
building, the City of London was appealed to for assistance. A a result,
the Medical School by-law was pas ed, by which $100,000 wa made
available to begin the erection of the building now situated on the corner
of Waterloo Street and Ottaway Avenue. This new building wa
officially opened on the 17th of November, 1921, by the Honourable R. H.
Grant, Minister of Education for Ontario.
Only a few mont hs before t he r moval to the new building, the
Medical School lost one of it most ardent and energetic supporters in
the death in January, 1921, of Dr. H. A. Macallum. It wa largely due
to his untiring efforts that the Medical School was in 1921 finally
endowed with a firm foundation from which it was destined to grow to
t he position of prestige it now occupies in the realm of medical education
on this continent.
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"AN OLD SKULL"
Under a tree in a grassy glade,
Delved I deep with a well-worn spade,
And there, half-hid in the soil, I saw
A row of teeth and a lower jaw'Twa a skull all gray and grinning.
With a bit of gla s I crap d it clean,
'Twas the first of it kind I had ever seen,
So I fixed the jaw with a piece of twine,
Hung the skull on a climbing vine,
And said, wit h an accent winning :
"I say, old skull, you've a happy face,
I thought that the grave wa a dismal place,
I'll wager a hat that when on earth
You hadn't that look of permanent mirth,
And frowned as you went about sinning.
"Confe s if you're happier now than then,
And I'll put you back in the earth again;
Refuse and your future shall surely be
In the dust y den of an old M.D."
The old skull kept on grinning.
-JAMES CLARENCE HARVEY.
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In Defense of Syphilis
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By HENRI J. BREAULT, M.D., '36
Children's Hospital, Det-roit, Mich.

~ 0 \widely di eminated has been the propaganda against syphilis that
lJ tlne medical profession ha become " syphilis conscious," so to speak.
And ;with gratifying r esults ! In fact , this attitude has been largely
re p ·nsibl e f or the decline of syphilis. In the City of Toronto, for
in ~nee, 12.3 per cent. of the population were afflicted with the disease
in 19 3, a s compared with 1.2 per cent. in 1935.
Wherea s the diagnosi of lues was f ormerly often missed, routine
Wa. sermann test have now obdated this omission. Indeed, the present
t~ndency is rather to err in the oppo ite direction . On the trength of
positive laboratory blood te ts alone, many clinical phenomena are now
summarily a cribed to syph ili . Too often is the possibility of some
other pathology entirely overlooked. Particularly true is this in cases
with a fatal outcome. Yet there i an old adage that "Syphilitics seldom
die of yphilis." Rather do they die from concurrent infection or from
orne co-exi sting condition entirely di tinct from lues.
In defense of sy phili , therefore. is thi case ubmitted. Initially
indicted a the malefactor, yphili wa later exonerated of all complicity
on po t-mortem examination.
CASE REPORT

M. L., 20 years of age, a white factory employee, wa adm itted to
ho pita!, January 25, 1937, and died F ebruary 1, 1937.
Chief Com plain ts : Headache, pain "under the heart," frequent
vomiting.
P-resent Ill ness : Until one month ago, the patient wa quite well.
Since that time he has experienced seYere "bur ~ ting headache " throughout the head . Mild at first, they ha \·e r ecently become progressively
more intense. Two week ago there a ppeared a pain under the heart
described as " heartburn" and accompanied by evere epigastralgia. Of
late, the patient has been unable t o retain solid foods, which he vomits
hortly after ingestion. Vomiting has, however, occurred unrelated to
meal . On these occasions, the emesis was greeni h in colour. Constipation has been present one month and the bowel have not moved for
a week. Further questioning elicits a complaint of dizziness and
unsteadine s upon standing.

Past Illnesses : The patient contracted a syphilitic chancre on his
penis in 1929. The lesion cleared up after two months, under treatment,
which lasted one and a half year . The patient had an appendectomy
in 1929, and fractured hi nose in 1934.
Family History: Father, mother and one sister are alive and well.
Wife has 4 plus Wassermann.
27
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Physical Examination: P atient wa a white male of about 30 ye¥r
of age lying comfortably in bed, well developed, well no uri hed and (did
not a ppear t o be in exce ive pain. Cranium and calp were nega;' ive.
E yes reacted to light a nd accommodation ; pupils, equal and regp lar;
ears, negative. Patient compla ined of pain on pres ure o\·er malstoid
areas. On examination of the mouth, breath was fou l. Teeth t were
carious, but t he pharynx a ppeared normal. Patient complained o:q pain
on pressure o er the nucha l mu cles. There wa no neck r igiditS\ and
Kernig's sign was negat ive. Not hing abnormal wa disco ered irjl. the
t horax. Ther e wa slight tenderne s O \ er the epiga trium; pleen,{ li er
and kidneys could not be palpated and no masse were felt any\vhche in
t he abdomen. An old healed car wa found on the under urfa' e of
t he penis. Back and extremitie · were negative. There were ·. ,-;to
abnormal lymphatic enlar gements. Knee jerk were normal and
Babinski's sign was negative.
Laboratory Findings: Urine showed a few pu cells and red blood
cells, but otherwise wa s nor mal. Blood exa mination showed : Hb. 80 r-t ,
RB C's. 4,500,000, PMNS. 79 o , lymphocyte 21 t . Spinal fluid (2 day
before death) : cell count 8, no increase in globulin, no organisms found
on culture, suga r normal. Blood Wasserma nn was 4 plus. Spinal fluid
Wa sermann was not r eported till later.
Progress: Temperatu re was constant ly normal, or one degree subnorma l. P ulse was generally between 60 a nd 80; respirations 18 to 25.
Hea dache became progre sively worse and could be relieved only by
morphine. The patient vomited continually unt il pla ced on intravenous
management , with nothing by mouth for t wo days.
January 30, 1937.-Vomiting has ceased. Spinal tap was performed and C.S.F. was found to be under normal pressure; Queckentedt's test produced a slight increase in the r ate of flow. After 15 cc.
of clear flui d ha d been drawn off, ·patient complained of excruciating
headache, so t he tap was discontinued. Novar an gm. 0.3 was given
intravenously; pat ient had had 0.45 gms. two week before admission.
J anuary 31, 1937.-Pot. Iodide gm . 10 was given by mouth, but
the pat ient soon vomited. He retained liqui ds, however , all day. At
7 p.m . t he patient 'vas sitting up in bed ; t emperatur e, pul e and r espiration were normal. His heada che became very severe; mor phia gr s. l) J.
gi ven at 7.30 relieved the pain and the pat ient went to Jeep. At 11.30
p.m. patient awoke with severe headache. Mor phia gr . %. wa repeated
and t he patient dozed off; at 2 a .m. he wa discovered dead .
DISCUSSION

On admission, a provi ional diagnosis of acute yphilitic meningitis
wa made. The sub equent course of e ents eemed to bear out t his
diagnosis, except for the sudden exodu , which was very puzzling to
say the lea t . The case was presented for discus ion at t he monthly.
staff meeting. Va rious were the theories advanced f or t he cause of
death : ( 1) leptomeningiti of luetic origin, terminated either by subarachnoid hemorrhage or by thrombosis of the middle cerebral artery;
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(2) yphilis, with death produced by Herxheimer' reaction in the vital
centres of the brain; ( 3) syphilitic endarteritis in the region of the
vagu nerve; (4) gumma in the cerebellum; (5) generalized yphili
with myocardial involvement and aneury m.
There was absolutely no mention of any condition other than lues
a s the fatal agent. Withal, t he spinal fluid was later reported Was ermann negative. It but remained for the po t-mortem examination to
fully exonerate s,Y philis in thi in tance.
AUTOPSY REPORT

.

\

(

l
)

{

I
)

Cranium:
kull and dura mater appeared normal. Slight increa se
was noted in the amount of cerebro pinal fluid. Meningeal blood vessels
appeared congested . A cy t was present in the left cerebellar lobe, 4.5
ems. in diameter and containing a thick colourless fluid . The posterior
covering of the cyst pre ented a rather pecu liar brovmish discoloration,
with some areas ugge tive of old hemorrhage through its wall into the
adjacent cerebellar tis ue. Serial ections of the brain after fixation revealed con iderable dilatation of the ventricles. On micro copic examination, the posterior wall of the cyst presented the picture of a new
g rowth, consisti ng of many new blood vessel and vascular spaces and
was diagnosed a a hemangioma.
Lungs: Right and left pleurae were normal. Left lung was normal
except for a small nodule in the lower lobe, with scar formation in t he
upper third. Both right and left lower lobe showed considerable
hypostatic congestion with incipient pneumonia in the former. Microcopically, many of the blood vessel were thrombosed, while others
were filled with blood; hemorrhage into the alveolae was noted in some
areas.
Hem·t: The heart wa normal, except for orne light dilatation of
the right Yentricle and the tricu pid val\'e ring. There was mild
atheroma of the aorta. orne calcified peribronchial glands were present .
In the abdomen, nothing of note was found except congestion in
the kidney and pleen; microscopic examination of the liver showed
cloudy swelling with some areas of fatty degeneration and rou nd cell
infilt r ation.
CONCLUSION

P athologically and serologically, syphilis wa freed of all suspicion
in thi patient' demi e. Initially incapacitated by the cerebellar lesion,
he ub equently developed hypo tatic pneumonia and dilatation of t he
heart as secondary complications. Terminally, the clinical picture wa s
that of increased intracranial and intraYentricular pressure resultant
from blockage of the ubarachnoid space by the enlarged and displaced
left lobe of the cerebellum. With further pre ure and dilatation of t he
ventricles, particularly the fourth ventricle with its vital centres, death
ensued.
(The author wishes to thank Dr. . M. Asselstine, Pathologist at
H otel Dieu Hospital, Wind or, for his invaluable a sistance in t he
preparat ion of t his paper.)

u The

Pathogenesis of Pulmonary
Tuberculosis"
By W. E. CRYSLER, '38
ALLERGY AND IMMUNITY

A discussion of thi topic would not be complete without consideration of the important ubject of allergy and immunity in tuberculo i .
For an excellent account of the phenomenon, the reader is referred to
the article by Krau e 1 in 1917. This authority concluded at that time
that immunity is attained through allergy, his own word being
"The allergic reaction is an immune phenomenon."
It remained for Rich and his associates 2 in 1929 to disprove this

belief. These inve tigator felt that because of lack of precise information regarding the interaction of resi tance, allergy, size of infecting
dose, virulence, etc., there was little security in the interpretation of
many tuberculous lesions. Their conclusions were based on the results
of experimental infection of 1,000 animal by different routes with
various amounts of different strains of tubercle bacilli, and upon a
minute study of tissues from 200 autop ies of cases of human tuberculosis, the ages of the patients ranging from 7 weeks to 73 years.
The authors prefer not to consider allergy, when speaking of
tuberculosis, as anaphylaxis; they think that the infected body becomes
changed in some manner which renders t he relatively bland protein
of the tubercle bacilli (tuberculoprotein, tuberculin) capable of acting
upon its tissues as a powerful irritant and poison, producing a more
violent acute inflammation t han in the first infection. If, however, one
includes under the term "allergy" everything visible and invisible which
happens in the body in reinfection, then immunity and hypersensitiveness are inseparable. But if the term allergy i restricted to acquired
hypersensitivity, manifested by a tendency to r eact locally to tubercle
bacilli with exudative inflammation, necro is and accelerated tubercle
formation, and constitutionally with fever, malaise, weaknes , etc., it
may be said that in spite of the ery common identification of allergy
with immunity there i no proof whatever that th is hyper sensitivity i
responsible or necessary for the delayed pread, or for the more prominent death of the bacilli in t he infected body. Furthermore, Krau se and
Willis have proved that tuberculin inj ected into the skin of an infected
animal, followed by the introduction of tubercle bacilli into the inflammatory lesion, re ulted in more rapid extension than in the nontuberculous infection.
Rich and his as ociat , moreover, question the generalization in
common usage that the fir t infection produces tubercle formation and
that exudative inflammation never occur except in the allergic animal.
They have shown that which reaction will occur primarily in any
30
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instance depends on the number of bacill i and the site of infection.
With a mall dose of tubercle bacilli, tubercle formation results; with a
large dose, acute exudati,·e inftammtaion, not unlike the secondary
infection, occurs. However, they admit that the tendency of the tuberculous animal to respond to the acute inflammation is usually enormously
intensified on ~eco nd infection. Com·ersely, they state that they can
control the dose in the infected animal so that the secondar y infection
resembles closely th e first infection, save that tubercle formation is
more rapid. Therefore, it c::.eems quite apparent that allergy is not
synonymous with immunity. They do believe that immunity is increased
with the fir st infection, fo r on giving the second infection to primarily
infected animals the bacilli do not spread a rapidly a with the first
infection, but are held locally. They uggest this phenomenon may be
due to some "precipitin-like substa nce" which prevents the drainage of
the organisms to the adjacent lymph nodes. Ehrlich agrees with this
theory, but Krause is hi ghly opposed, aying that no such sub tance
has ever been demonstrated, which Rich admits.

~.

)

The mere sp read of bacilli over the body i not in itself a dangerous
thing. Rather, the tissue damage is due to allergy, for inoculation of
the non-infected body wit h dead bacilli produces a degree of hypersensitivity a s high as with li\·ing bacilli and a certain smaller degree
of immunity . They therefore point out that a high degree of allergy
may exist in different individuals who exhibit very different degrees of
acquired resistance. They postulate, then, t hat allergy is not necessary
for the occurrence of an acute inflammatory tuberculous process, but,
if present, the reaction is greatly intensified.

(
Most of these re ults were obtained by animal experimentation and,
' although corroborated by human autopsy findings, it was questioned
whether the human reacts in the same manner. The question is
answered in the affirmative by Opie" when he states, "all that is known
of human lesions of the first infection and of reinfection indicates that
man reacts to tubercle bacilli like other susceptible mammalian species."
INFECTION VS. RE I NFECTION AS THE CAUSE OF SO-CALLED ADULT FORM

From the above obsen·ations it is een that not only are allergy
and immunity two separate entities, but that allergy may persist and
immunity decline. Moreover, the fact that experimentally these
observers could make a primary lesion resemble a secondary lesion and
Yice versa, may bear an important relationship to the pathogene i of
tuberculosis. One wonder if immunity plays a very important role in
the pathogenesis of the " secondary" infection.
Recently, everal authorities have written that they do not believe
that first infection confers immunity.'·'·" It is apparent that there are
two theoretical routes open. First, is th e adult pulmonary tuberculosis
an example of high allergy-low imm unity or, second, is the incidence
of t uberculin reactor s decreasing due to the vigorous public healt h
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measures that haYe been carried out during the past number of years?
Ranke believe that the early lesion of pulmonary tuberculo is is an
example of perifocal inflammation . Redecker and Assmann and their
respective followers likewise believe the lesion to be one of allergy.'
As regards the econd problem, Boyd '" state that "the death rate
(and therefore the incidence of primary infectiop) is steadily falling.
It is commonly suppo ed that this decline is connected in some way with
the discovery of the tubercle bacillus and the institution of the sanatorium movement. Unfortunately for this hypothesis, the decline in
death rate began at least twenty years before the discovery of the
bacillus and forty years before the sanatorium movement attained any
considerable proportions. Many suggestions haYe been advanced to
explain this remarkable phenomenon, but none ha received general
acceptance. It is certainly not due to the tubercle bacillus having lost
any of its virulence."

r

The work of Myer is interesting with respect to the incidence
of tuberculin reactors. He tates that it i now felt that the incidence
is declining. Vaegeli, quoted by Opie, ob erved that tuberculous infection (as denoted by the tuberculin reaction) occurred in 97 per cent.
of people over eighteen years at the bEginning of the present century.
Approximately thirty year later, in Kingston, Jamaica, 80 per cent.
were positive at fiftten years. In rural Michigan, at the same date, only
22 per cent. reacted at fifteen years and the rate of increase yearly wa
2.6 per cent. ; 70 per cent., however, reacted positively at forty years . It
is further interesting to note that Myers" is of the opinion that prevention of the initial and all succeeding infections are the goals for which
we must strive. In other words, the primary infection, according to
him, confers no immunity. To thi end, he refers to Heimbeck," who
states that of fifty-one nurses with a negative reaction to tuberculin,
who commenced working in a hospital for consumptives, seventeen
developed tuberculosis; only one of the fifty -eight starting with a positive reaction developed the disea e. In tho e cases with infiltration of
the pulmonic fields, the lesion wa located close to the hilus and was
accompanied by enlargement of the hilar glands. This wa therefore
the same type of infection that occurs in first infection in the child. The
prognosis in these adult primary cases is good.
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It would therefore appear that first infection has much to do with
protection from second infection. However, Myers argues that primary
infection is characterized by sudden onset following exposure, whereas
individ ual with early secondary infection giYe history of exposure to
"open" tuberculosis occurring as far in the past as one year. As a
result, only the primary infection among the nurses quoted by Heimbeck
were given ample time to develop. Those ·with positive tuberculin reactions were not followed as closely, nor over a sufficient length of timeJ
Moreover, he tates that, although it is taught that primary infection
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confers immunity, he asks, again t what does it protect. The progno is
in primary infection is not the grave outlook that is so frequently given
in the secondary type of infection. Those with primary infection
invariably recover; those with so-called secondary infection do not do
so with the same degree of uniformity.
Sweeny" alludes to a group of young adults dying of acute tuberculosis r e embling the primary infection, except that there was slight o1·
absent lymph node involvement. Thi i in ab olute contradiction to
Heimbeck's cases. Sweeny concludes that the adult of today does not
react to the primary infection in the same manner as does the child.
In an immediately following paper," he tates that if there be
material difference between the adult and childhood di ease, sources
must be sought for. Before recording his work further, it was disappointing to learn that he did not refer to the result of the tuberculin
reaction in any of his ca es. Thi phenomenon is considered by the
authorities today a s being the most accurate index of the presence of a
primary focus. Opie 3 state that the reaction becomes negative in
individuals with acute fulminating pulmonary tuberculosis, or in the
presence of an associated acute infection. This reaction is either one
in which Sweeny has no faith, or by orne fate it was not considered
important to record. His criteria for the exi tence of first infection is
X-ray evidence and autopsy findings. With these aids, he states that
the lesions with which he has had experience are very similar to those
of the primary infection, ave that they lack the characteri t ic lymph
node involvement of the first infection.
In his argument to account for the type of lesion with which he
was confronted, he offered the work of Krause. '; The latter recalls the
fact that there is but little lymph node involvement in the rabbit in
the primary infection due to a "closed type" of pulmonary lymphoid
tissue wherein the parenchymal lymphoid tissue doe not freely communicate with the centrally placed hiium glands. The guinea pig, on
the other hand, possesses relati vely little intra-pulmonary lymphoid
tissue but abundant lymphatics drain the lung parenchyma. It i a
well-known fact that in the human the lymphoid tis ue r egre es a s age
advances. The lymphatic ystem is one that i plastic and changing
according to the age, sex and phy iological statu of the individual. It
is suggested by Sweeny, then, that the adult acts as the rabbit and the
child as the guinea pig in their r espective reactions to the primary
infection.

\

From these observation , z. 4 · ••• 0 one wonder how great a part
immunity does play in tuberculosis. There is really no more evidence
in favour of its existence than against it, and from the f oregoi ng observations one would be more in fa,·our of the fact that immunity has a
very small role. The outcome of the matter is of little practical
importance, because our public health measures are eliminating
I

\
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"primary" infection
of the disease.

by picking up the " econdary" or "adult" types

THE EARLY LESION OF PULMONARY TUBERCULOSIS

From this theoretical ground, let us move to one more practical, but
none the less controversial.
It was formerly taught that early pulmonary tuberculosis commence usually as an apical le ion which gradually preads towards the
base.

Radiographically, thi lesion is characterized by infiltration of a
small area in the apex with accentuation of the peribronchial markings.
These run in a fan- haped area. Pleural lymphatics are, with good
technique, seen radiographically in the form of a linear shadow denoting
apical pleural thickening. This is commonly referred to as the pleural
cap.
Pathologically/ this le ion i described as being "located at the apex i/
of the lung, not at the extreme apex, but 1 inch to 1'; :2 inches below t he \
actual summit. When the disea e start in the lower lobe, it is again
in the apex, or rather about 1 inch below the actual apex, thafthe lesion
i first observed-the bacilli are more liable to be arrested in a ti ue
where there is lack of movement, just as the lesion i more liable to
heal in such a tissue-a a rule, after a period of acti vity, the defense
gains the mastery, fibro sis set in, and we have the characteri tic healed
apical lesion, appearing on the surface as a small depressed scar."
However, in the co urse of clinical and radiological examination of
one hundred and fifty cases of definite pulmonary tuberculosis at t he
Queen Alexandra Sanatorium, London, Onta rio, it wa felt that a s ubapical acute form of early pulmonary tuberculosis wa more prevalent
than the above teaching would indicate.

)
/

j

It would be thought that as a result of che t clinics held throughout
Western Ontario at frequent interval , from which the Queen Alexandra
Sanatorium draws the majority of its cases, one would expect to find
minimal A, B or C tuberculosi . * It would appear, however, that new
admissions from the chest clinics were appearing with an ad vanced but
early form of di ea e. Since the clinics have available all modern equipment for the detection of ea rly tuberculo i , a perusal of the literature
was carried out concerning the more recent concept on the pathogenesis
of tuberculosis.

''

Much has been written regarding an acute ubapical early lesion
in pulmonary tuberculo i , particularly by German ob en·er s, the leader of whom are Assmann, whose fir st article appeared in 1922, and
*The National Tuberculosis Association in 1932 clas ified the various stages of
pulmonary tuberculosis as minimal, moderate and far advanced (radiologically),
with the letters A, B or C or 1, 2 or 3 to indicate s light, moderate or severe associated symptoms.

4
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Redecker, whose work appeared at a later date. Fishberg' 0 has been
credited as the first to write on the ubject in English . However, in his
original communication' he states that not only did another precede
him, but also Assmann. H e refers to Wessler' s text by Jaches and
Wessler , titled "Clinical Roentgenology of Diseases of the Chest," which
was published in 1923. H ere Wessler tates that "the earlie t evidences
of the di sease (pulmonary tuberculosis) are le often found in what is
clinically known as the apex, than in the infra-clavicular region.
Furthermore, the axillary half of the lung is more apt to be involved
in the beginning than the medial. " Wes ler also states that the physical
signs of these lesions a re not clear and "may come to light only later,
when the process has extended to the apex."
At any rate, the first extensive article to appear in English was
that of Maurice Fishberg's." He, as dogmatic a he is in his concepts,
states "we have learned of late that the earliest active and progressive
lesion, the kind that need treatment, is in the majority of cases found
in parts of the lung below the claYicle." He believes that those cases
demonstrating the classical apical le ion indicative of "incipient"
tuberculosis, usually considered the class most suitable for sanatorium
treatment, remain "early" cases for many years. Assmann's cases
included young medical men, who pre ented vague symptoms suggestive
of tuberculosis, but in whom no physical signs could be elicited to
localize the lesions. He found that good chest radiographs often revealed
an isolated infiltration localized below the clavicle, most commonly in
the second or third inter-space and toward the periphery of the pulmonic
field-the so-called Assman infiltrate.
Radiographically, this infiltration appear a a soft, cloudy, almost
homogeneous isolated patch, the size varying from that of a cherry to
a pigeon's egg, in the midst of apparently healthy lung tissue. In the
centre, one may at times make out a kernel of deeper den sity. Assman
had the opportunity of performing an autopsy upon which he confirmed
his radiographic findings.
Regarding the clinical feature s, Fishberg' writes that in most cases
the onset is insidious; t he patient has a mild cough, may or may not
lose in weight for many weeks or months, has at times a slight temperature and tires easily. Most of the cases are not recognized as early as
could be desired, simply because the patient does not feel sick enough to
consult a physician, or if he does so, the physical findings are indecisive.
The cases are only eventually r ecognized either by some such striking
symptom as haemoptysis or po itiYe sputum. The X-ray is most
conclusive.
\

He further relates that the e lesions are not a primary infection,
since all cases he has been associated with gave history or X-ray
evidence of a primary infection. However, their reaction to tuberculin
is conspicuous by its omission. He ponders as to whether the lesion is
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produced by exogenous infection or by spread from the first infection.
This has an important bearing on prophylaxis. He concludes that these
infraclavicular infiltrations originate from the exocerbation of old,
dormant tuberculous foci. Ranke believes this lesion due to perifocal
inflammation, the result of an allergic reaction of tiss ues around the
tubercular lesion, which in itself may be comparatively small. This
observation is confirmed by similar occurrences following large doses of
tuberculin, excessive sun, quartz lamp and pulmonary haemorrhage.
It has been shown by Rich/ Myers• and Sweeny,'··" as discussed
above, that the lesion of adult tuberculosis may not be the r esult of
allergy, at least in some cases. Fishberg's evidence cannot be taken as
final that the subapical infiltrate is a manifestation of reinfection.
Pinner et al.,' 0 have announced preliminary observations on two
hundred admissions of pulmonary tuberculosis. They describe the frequency of the Assmann infiltrate and refer to it as the acute subapical
infiltration, in contra-distinction to the classical insidious apical lesion.
They refer to Braeuning's statement, who, after observing apical
tuberculosis for over seven years, saw only 8 per cent. of cases develop
progressive disease. Lydtin made similar observations on four hundred
and fifty patients. Haudek, on the basis of an unusually extensive radiological experience, has never seen the X-ray picture of fibro-caseous,
bronchogenic phthisis develop from an apical focus. Redecker makes
a similar statement. The authors 10 state that the subclavicular lesion
is characterized by its instability, the lesion containing all the potential
sequellae of pulmonary tuberculosis. Whatever de velopment occurs,
does so rapidly. These obser vers reported in 1935 an extensive survey
of one thousand cases. Their significant conclusions are :
1. Sudden onset is more frequent than insidious onset.
2. Apical involvement is not a characteristic of incipiency, but it
occurs in the majority of cases after the incipient stage is passed.

3. Cavitation is not a late occurrence.
4. The analysis of their cases as to "apices involved" and "type of
onset" leads to a differentiation of two different clinical types of
disease.
It is interesting to note that their cases are largely from Michigan
State, the rural districts of which show a low incidence of people who
demonstrate positive tuberculin reactions. 3
They conclude that "it seems advisable at this stage of our knowledge to revise our teachings concerning the beginnings of clinical
tuberculosis and recognize how helpful such an understanding can benot only in diagnosis, but also the great importance of prompt application of proper treatment because we are dealing with a disease which
often has a sudden onset and which is far more rapidly progressive
than we have previously been wont to believe."

f
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Fischel' work 11 is in ba ic agreement with the other . He concludes that the initial di ease cannot be recognized by phy ical examination. The correct diagnosis is establi hed too late-treatment often
begins when the worst is over .

\

l

\

In conclusion, there appears to be little doubt that the ub-apical
infiltration as de cribed is t he earliest detectable finding of present-day
pulmonary tuberculosis. However, it pre ence is far from being
generally accepted on this continent. Opie 3 in his pre idential address
to the National Tuberculosis A sociation in 1935, on "Pre ent Concepts
of Tuberculous Infection and Disease," makes no reference whatever
to the lesion. This alone is sufficient to indicate the cold rebuttal the
subject has been and is recei ving. On the other hand, it is now taught
in Germany that the so-called Assman infiltrate is the early finding and
represents the beginning of anatomical pulmonary tuberculosis.
As to the mode of development, there is even greater controversy.
There are several theories, that of allergy being mo t univer ally agreed
upon. That the lesion represents one of an atypical primary infection,
explained either by Rich's tatement that he can produce a primary
infection that simulates a secondary manife tation experimentally, or
by the theory of Krause, that the pulmonary lymphatic sy tern of the
adult i analogous to that of the rabbit, i food for thought. It seems
better, for the present, to explain the lesion as an example of perifocal
inflammation produced through allergy.
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ACU TE HEMOLYTIC ANE MI A F RO M r educed f rom 2.621 to 0.923, or r educed
t wo-t hirds. Some fe w ca ses s howed little
S ULPHAN ILA MIDE
By HARVEY, A. M., AND JANEWAY, B.A.
or no improvement , but the great maj ority were benefited.
J. A m e1·. Med. Ass. ; _107; 1, 1937.
During the past few months the use
It w a s a lso fo und t hat patients on
prominal we re mu ch brighter mentally
of t his drug f or treatment of bacter ial
infections, es pecially of the strep. hemo- and more u eful socially th an when on
lyticu s type, has greatly increased. It is luminal. A dose of t hree g ra ins, three
chemically very closely related to anili ne, times per day, was fou nd to be not harmand toxic effects s imilar to those of f ul ove r long pe ri ods. P rom ina l appears
aniline on th e blood and bone marrow · t o be the drug of choice, es pecia ll y in the
have bee n carefully watched f or. For higher mental class ificat ions, wher e any
h ypnoti c effect is n ot de ired.
five months the drug appeared to be
- ARTH UR B. VOGELSA G, B.A., '38.
r elatively innocuous. Then three cases in
the authors' clinic and one other in t he
B E D SOR ES AN D TH E IR
city developed a severe hemolytic anemia.
They give three case histories of cases
TREATMENT
in whom it appears t hat the severe sudB y Mc N EILL LovE
den hemolytic anemias were due t o la rge
P mct., 138 :277, 1937.
d oses of s ulphan ilamide, although it was
D ecubit u ulcers, or bed sores, occur in
n ot definitel y proven . Other conditions acute (tr ophic ) or ch ronic ( postural)
that mig ht produce an acute anemia were for ms. The tro ph ic ulcer is a ssociated
ruled out.
I n their three cases, t he with inj ury of t he ne r vo us syste m and
an emia was ove r co me by stopping the shows a r ap id onset w ith w ide ext en sion.
s ulphanilamide and giVmg r epeated
The po t ural ulcer is t o be consider ed a
citrated blood tran sfusion s.
r eflecti on of inadequate care of a patient
Tests performed after the patients h ad
by th e nurs ing staff and medical attendrecover ed fail ed to prove the anemia due
ant.
t o the sulphanilamide. H owever, tests
Pressure, tra uma, malnu tr ition, and
were not conclus ive, a s th ey did not feel
macera tion of t he ski n a re t he factors
it justifiable t o administ er a larger dose whi ch encou r age t he form ation and deof the drug. They believe t hat it is not
velo pment of a decu bi tus ulce r. The
due t o t oxicity f ro m overdo sage or an
latter thus occur mostly over bony
idiosy ncrasy, but that these individua ls
prominences, notably sa cr um, coccyx, and
produce a small amount of toxic material g r eate r trocha nte r s.
from th e drug with an action like phen ylFreq uent cha nges of posture in bed
hydrazine, wh ose hemolytic crisis resem- will aid in r edistr ibut ing t he pr ess ure. A
bles the e studied.
water bed or air cushi on will serve t he
-C. R. KEMP, B.A., '38.
same pu r pose. T r au ma i preventable by
us ing soft, pliabl e bed sheet s kept con"L u MI NA L AND PROl\H NAL I N
stantl y taut . Skin nu t r ition may be
EPI LEPSY"
maintained by d ail y spong ings followed
B y MILLMAN, C. G.
by ge ntle effleurage and an a stringent
Brit . llled. J . ; July 10, 1937.
rubbing pre paration.
Mace ration is
The a uth or r ecord s r esults obtained in a voided by t hi s clea ns ing process, which
removes all body discha rges that may
a rout ine se r ies of th irty-nine ca es in
colony for ment al defecti ves. The patients othe rwi se lea ve a sodden ski n.
wer e gradu a lly changed from phenoA va luable prophylactic preventative
barbital t o promin al , anot her barbiturate. is the appl ica tion to t he skin of 5 ~c silver
When the change was complet ed these nitrate in aqueous solution, alternated
pat ients we r e g iven doses of promi nal with a pre paration cont aining 30 gr. of
50 ~£ g r ea te r than the previous doses of
a lum di ssolved in 500 cc. of eq ual parts
lu m inal. The mean weekly fit rate w a s of water and al cohol. Elast oplast, too,
38
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has shown great value in bed sore treatment. In the healing stage, application
-:>f 10 r; ichthyol in glycerin is markedly
effective, as is also an ointment of equal
parts of zinc oxide and resin .
- H. N. KITTENPLAN, B.S., M.S., '38.

DYSTOCIA Dt:E TO DISTENSION OF
TH E FOETAL BLADDER
By BUP.KE, F. J.
Clinical J ow ,wl; Sept., 1937.
A report of this inte r esting ca e was
read r ecently before the
orth of
England Obstetrical and Gynecaelogical
Society. It is remarkable that a hypertrop hied muscular orga n in the foetus
can become so distended as to obstruct
labor. The urethra in t h is case, as well
a s in several other cases t hat have bee n
reported, was patent; the retention is
expl ained as a neuro-muscular dysf unction. Such cases as this bring up interesting problems. What part do the
foetal kid neys play in the production of
the liquor amnii? Is t he distension du e
to retenti on of a normal or an abn ormal
foetal production of urine?
- D. M. SHARPE, '38.
PATHW AYS AN D RELIEF OF PAIN
IN ADVANCED CA RCINOMA
OF THE CERVIX
By TODD, T. F.
Lancet; 233:555, 1937.
"Every pain has its distinct and pregnant sign ification if we but carefully
search for it" (John Hilton, 1 77). The
pain of advan ced carcinoma of the cervix
can be divided into two parts, visceral
and soma tic. The clinical problem cons ists in the recognition of the type of
pain by the study of definite s ubjective
and objective phenomena. The afferent
paths are different for each type of pain.
Accurate assessment of each case is
necessat·y for therapy. For visceral pain,
the a uth or recommends presacral sympathectomy; for omatic pain, intrathecal
alcoholization. I n the author's series 15
ca ses of somatic pain and 18 case; of
vi sceral pai n were treated, with but one
failure.
- D. M. SHARPE, '38.
TYPE

OF SLEEP Al\D THE CHOICE
OF HYPNOTICS
By WEISS, S.
J . A mer. 111 ed. Ass. ; 10:26, 1936.
To select a hypnotic correctly one must
know the mechanism which is di sturbing
t he patient's sleep and the action of the
drug to be used. It is necessary, too, to
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kn ow the nature of the individual patient's sleep habit. One finds that in
persons who are nervously fatigued the
difficulty arises in a disturbance of the
onset of sleep. In suc h patients mild
hypnotics with a short duration of action ,
such as bromural or carbromal, will be
effective. In those whose sleep re mains
superficial with frequent awakenings,
milder hypnotics with a longer duration
of action. suc h as chloral, chloral hydrate
and phenobarbital, are indicated. In
neurasthenia, hot milk or water, with
proper uggestion, is often su fficient. If
motor restlessness produces insomnia,
hypnotics with dominant motor depressant effects. such as the bromides and t h e
barbiturates, are hel pful.
These considerations indicate t hat hypnotics often do not act directly on the
sleep centre. but r ather act indirectly by
r emovi ng the factors interfering with
natuml sleep. Such indirect induction of
natural sleep is always preferred to the
forced action of hypnotics, since the latt er type of sleep is often not refreshing
and certainly is not natural.
- SONYA HOFFMAN, '38.

TH E CA'CSES AND TREATMENT OF
RETAINED PLA CENTA
By CURRIE, D.
B•·it. Med . J.: Jul y 10, 1937.
The author defines retained placenta
a. a condition in which the placenta
se parates partially or completely, but
because of some seco ndary condition
(usually mec hanical) is not expelled
from th e upper segment of the uterus.
The commonest cause is uterine inertia.
F rom ob ervations made at cesarean
operations the author believes that in
most cases of delay in the third stage,
the placenta is lying free, suspended
from the uteri ne wall by the membranes.
Present methods of removal include
Crede's manoeuvre and manual removal.
Credc's method may result in shock, complete inversion. ruptured uterus or partial delivery with rupture of the placenta.
Manual removal results in infection in
one-fourth of all cases in which it is
used; t he dangers inc! ude sepsis, shock,
hemorrhage and rupture.
The author has treated such cases by
injection of the umbilical vein with 450
ccs. of sterile saline at blood heat-the
injection being made as rapidly as possible. This injection doubles the bulk of
the placenta, packs the uterus, sto ps
bleeding, and in most cases elicits contractions forcible enough to expel pia-
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centa and membranes. If the placenta
is not expressed, the patient is left alone,
a s the uterus is packed by the swollen
placenta. The third stage will be completed when the uterus regains its tone.
Compared with manual removal, the
author claims a reduction in death rate
from fifteen per cent. to two per cent.
-ARTHUR B. VOGELSANG, B.A., '38.
ANALGESIA, ANESTHESIA AN D THE
NEW-BORN I NFANT

By CLIFFORD, S. H., AND IRVI NG, F. C.
Surg Gynec. Obstet.; 65:23, 1937.
This represents a study of the effects
upon the condition of the new-born
infant of a variety of analgesic agents
employed in a large series (500) of normally delivered, full-term vertex presentation deliveries.
Pentobarbital and
sodium amytal, morphine and pantopon
were u sed in various combinations with
scopalomine, rectal ether and paraldehyde to produce analgesia; these were
supplemented with ether and nitrou
oxide-oxygen mixtures for anesthesia.
The degree of aberration from the
physiological normal was controlled by
observations on a series of ca es which
received no drugs whatever.
It was found that there w as a direct
relation between the dose and time of
administration of morphine compounds,
and the percentage of infants showing
delay and difficulty in beginning respiration. For this reason, and the fact that
the only two infant deaths in the series
occurred in those cases in which the
mother received morphine compounds,
the authors consider the use of the latter
definitely dangerous to the child. The
barbiturates, on the other hand, showed
no relation between size and time of dose
and infant abnormality. It was noted,
too, that successful amnesia was obtained
in only 34 per cent. of the morphine
series, but was present in 78 per cent. of
the barbiturate group.
Even with the use of barbiturates, the
achievement of amnesia, results in an
infant whose respiratory effort are delayed slightly and are somewhat more
shallow than in babies born without the
use of drugs. The barbiturate used most
often by them is pentobarbital grs. 7.5;
when used in combination with scopola-

THE SE OF HORMONES IN
j
OBSTETRICS AND GYNECOLOGY '
By BEATTIE, J.
Clin. J.; 66; 353-35 ; 1937.
Menopau al symptoms consist of h ot
flushes, tachycardia, indige ti on, nervou s
instability, sweating, vertigo, depre sion
and personality change . These distressing symptoms may often be relieved by
oestrin therapy. In moderate ca es, 1,000
I nternational Units s hould be given by
mouth, daily, for three weeks, followed
by the arne dose three times a week for
two months.
In more severe ca es, 50,000 International Units hould be given by injection
twice a week for two week ; the dose is
then redu ced to 10,000 units twice a week
for fou r weeks, followed by 1,000 units
da ily for two months.
In young women who ha ve had ovarian
function de troyed, 500,000 units may be
given twice a week for two weeks, followed by 100,000 units weekly for six
weeks. The dose is then gradually reduced over a six-weeks interval. Some
cases of idiopathic pruritus occuring at
the time of the menopause have been
relieved by oestrin therapy.
-G. E. JENKINS, '38.
SOME OBSERVATIONS ON
TUBERC LO S BACILLURIA
By KJ AER, T AGE
Pro c. Mayo Clin.; 12, 525-8; 1937
The author has approached this somewhat co ntro vers ial subj ect by both
animal experimentation and clinical investigation, corroborated by autopsy and
u1·gical specimen finding . By injecting
viable tubercle bacilli intravenously into
animal and exami ning them at various
intervals, he found tuberculous bacilluria
only in those cases which demonstrated
miliary tuberculosis of organs, including
the kidneys. Of 300 ca es of definite
clinical extrarenal tuberculosis, 33 were
found to have tuberculous bacilluria. Of
these, 18 cases have received no treatment and are living. The remaining 15,
in every instance, have demonstrated
either gross or microscopic evidence of
renal tuberculosis. Also, kidneys showing chronic nephritis or amyloidosis do
not demonstrate tuberculous bacilluria.
It is felt by the author that the bovine

mine, amnesia is obtained in 90 per cent.

tubercle bacillus results in a more benign

of cases with no demonstrable danger to
the child.
-W M. J. TIGHE, B.A., '38.

type of renal infection than does the
human strain.
-W. E. CRYSLER, '38.
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"TO F IGHT SYPHILIS"
United States is at the present time in the midst of an energetic
T HEcampaign
to eradicate syphilis. Apparently th i one i to be more

I

\

s uccessful than a similar campaign staged in 1918-who e purpo e was
e sentially to protect the American oldiers from the consequences of
war-time exigencies. It i gratifying to note that an attack is now
being made against this cruel disease's greatest ally-the attitude of
the r ighteous (but ignorant) citizen who regard lue as the "wages of
sin ." Thi viewpoint cannot but appear naive to the informed, who are
aware that a definite percentage of yphilis is acquired innocently and
extra-genitally, and who know, too, that about one-fifth of genitally
transm itted infections occur within the morally sati factory bonds of
matrimony.
The ideal solution to the ituation would be to prevent infection
by some type of artificially acquired immunity. Lacking thi , we must
bring syphili out in the open and tackle the problems which prevent
its treatment at present. We must make the public realize that early
syphilis is the more pernicious because it i relatively asymptomatic.
We must emphasize the necessity of early and adequate treatment,
although to many patient it will eem unnecessar y and expensive. We
must reassure the fearful victim of hi relati\·ely favorable prognosis
under treatment; after all, early yphilis i a much better disease to
have than tuberculosis, for which there i no pecific. Finally, we must
enlighten tho e reactionary persons who still think that "nice" people
don't have syphilis.
The co-operation of national magazines and radio authorities in
the United States has given a great impetus to the present campaign .
It i very di couraging for we Canadians to note that the Canadian
Broadcasting Commission, in a recent tatement of policy, ha forbidden
any reference to \ enereal diseases O\'er its networks. By thus ostracizing the unmentionable five per cent. of Canadians who have yphilis
they are endangering the lives and health of the 95 per cent. who are
its potential victims.
W.M. J. TIGHE, B.A., '38.
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"GRANNY'S HERBS"
She dosed the boy with calomel,
Then gave him catnip tea;
And yet he didn't feel quite wellHe had the "grippe," you ee.
She gave him tansy, bone et, quills,
Rubbed tallow on his che t,
And fed him lots of blue rna s pills,
Which quickly did the rest.
By this time John could not get up,
And, as he lay in bed,
She drenched him with a qua ia cup
Till he wa nearly dead.
And when at Ia t the doctor came
And fetched poor Johnny 'round,
Folks said: " 'Twas Granny, all the same,
Kept him above the ground."
-JOHN LANGDON HEATON .

